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AMERICAN  ASSOCIATION 

OF 

OBSTETRICIANS  AND  GYNECOLOGISTS. 


CONSTITUTION. 

I.  The  name  of  this  Association  shall  be  The  American  Associa- 
tion of  Obstetricians  and  Gynecologists. 

II.  Its  object  shall  be  the  cultivation  and  promotion  of  knowledge 
in  whatever  relates  to  Abdominal  Surgery,  Obstetrics,  and  Gynecology. 

members. 

III.  The  members  of  this  Association  shall  consist  of  Ordinary 
Fellows,  Honorary  Fellows,  and  Corresponding  Fellows. 

The  Ordinary  Fellows  shall  not  exceed  one  hundred  and  fifty  in 
number. 

The  Honorary  Fellows  shall  not  exceed  ten  American  and  twenty- 
five  foreign. 

Candidates  shall  be  proposed  to  the  Executive  Council  at  least  one 
month  before  the  first  day  of  meeting  by  two  Fellows,  and  shall  be 
balloted  for  at  the  annual  meeting,  a  list  of  names  having  been  sent  to 
every  Fellow  with  the  notification  of  the  meeting. 

A  two-thirds  vote  in  the  affirmative  of  all  the  members  present  shall 
be  necessary  to  elect — fifteen  Fellows  at  least  being  in  attendance. 

Candidates  for  active  fellowship  shall  submit  to  the  Executive 
Council,  at  least  one  month  before  the  annual  meeting,  an  original 
paper  relating  to  Abdominal  Surgery,  Obstetrics,  or  Gynecology. 

HONORARY  FELLOWS. 

IV.  The  power  of  nominating  Honorary  Fellows  shall  be  vested  in 
the  Executive  Council. 

Their  election  shall  take  place  in  the  same  manner  as  that  of  Ordi- 
nary Fellows. 
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CONSTITUTION. 


They  shall  enjoy  all  the  privileges  of  Ordinary  Fellows,  excepting 
to  vote  or  hold  office,  but  shall  not  be  required  to  pay  any  fee. 

CORRESPONDING  FELLOWS. 

V.  The  Corresponding  Fellows  shall  be  recommended  by  the 
Executive  Council,  and  elected  by  the  Association. 

They  shall  enjoy  all  the  privileges  of  Ordinary  Fellows,  excepting 
to  vote  or  hold  office,  and  shall  be  entitled  to  a  copy  of  the  annual 
Transactions. 

They  shall  pay  an  annual  fee  of  five  dollars. 

OFFICERS. 

VI.  The  officers  of  this  Association  shall  be  a  President,  two  Vice- 
presidents,  a  Secretary,  a  Treasurer,  and  five  Executive  Councillors. 

The  nomination  of  all  officers  shall  be  made  by  the  Executive 
Council  in  open  session  at  the  business  meeting,  and  the  election  shall 
be  by  ballot. 

The  officers  shall  enter  upon  their  duties  immediately  before  the 
adjournment  of  the  meeting  at  which  they  shall  be  elected,  and  shall 
hold  office  for  one  year. 

Any  vacancy  occurring  during  the  rece3S  may  be  filled  temporarily 
by  the  Executive  Council. 

ANNUAL  MEETINGS. 

VII.  The  time  and  place  of  holding  the  annual  meeting  shall  be 
determined  by  the  Association  or  may  be  committed  to  the  Executive 
Council  each  time  before  adjournment. 

It  shall  continue  for  three  days,  unless  otherwise  ordered  by  vote  of 
the  Executive  Council. 

AMENDMENTS. 

VIII.  This  Constitution  may  be  amended  by  a  two-thirds  vote  of  all 
the  Fellows  present  at  the  annual  meeting ;  provided  that  notice  of  the 
proposed  amendment  shall  have  been  given  in  writing  at  the  annual 
meeting  next  preceding ;  and  provided  further,  that  such  notice  shall 
have  been  published  in  the  notification  of  the  meeting  at  which  the 
vote  is  to  be  taken. 


AMERICAN  ASSOCIATION 


OP 

OBSTETRICIANS  AND  GYNECOLOGISTS. 


BY-LAWS. 

THE  PRESIDING  OFFICER. 

I.  The  President,  or  in  his  absence  one  of  the  Vice-presidents,  shall 
preside  at  all  meetings,  and  perform  such  other  duties  as  ordinarily 
pertain  to  the  Chair. 

The  presiding  officer  shall  be  ex-officio  chairman  of  the  Executive 
Council,  but  shall  vote  therein  only  in  case  of  a  tie. 

SECRETARY. 

II.  The  Secretary  shall  attend  and  keep  a  record  of  all  meetings  of 
the  Association  and  of  the  Executive  Council,  of  which  latter  he  shall 
be  ex  officio  clerk,  and  shall  be  entitled  to  vote  therein. 

He  shall  collect  all  moneys  due  from  the  members,  or  other  sources, 
and  shall  pay  the  same  over  to  the  Treasurer,  taking  his  receipt  there- 
for. 

He  shall  supervise  and  conduct  all  correspondence  of  the  Associa- 
tion ;  he  shall  superintend  the  publication  of  the  Transactions  under 
the  direction  of  the  Executive  Council,  and  shall  perform  all  the  ordi- 
nary duties  of  his  office. 

He  shall  be  the  custodian  of  the  seal,  books,  and  records  of  the 
Association. 

TREASURER. 

III.  The  Treasurer  shall  receive  all  moneys  from  the  Secretary,  pay 
all  bills,  and  render  an  account  thereof  at  the  annual  meetings,  when 
an  Auditing  Committee  shall  be  appointed  to  examine  his  accounts 
and  vouchers. 
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BY-LAWS. 


EXECUTIVE  COUNCIL. 

IV.  The  Executive  Council  shall  meet  as  often  as  the  interests  of  the 
Association  may  require.  The  President,  or  any  three  members,  mav 
call  a  meeting,  and  a  majority  shall  constitute  a  quorum. 

It  shall  have  the  management  of  the  affairs  of  the  Association,  sub- 
ject to  the  approval  of  the  house  at  its  annual  meetings. 

It  shall  have  control  of  the  publications  of  the  Association,  with  full 
power  to  accept  or  reject  papers  or  discussions. 

It  shall  have  control  of  the  arraugerneuts  for  the  annual  meetings, 
and  shall  determine  the  order  of  the  reading  of  papers. 

It  shall  constitute  a  court  of  inquiry  for  the  investigation  of  all 
charges  against  members  for  offences  involving  law  or  honor;  and  it 
shall  have  the  sole  power  of  moving  the  expulsion  of  any  Fellow. 

ORDER  OF  BUSINESS. 

V.  The  Order  of  Business  at  the  annual  meetings  of  the  Association 
shall  be  as  follows  : 

1.  General  meeting  at  10  o'clock  a.m. 

a.  Reports  of  Committees  on  Scientific  Questions. 

b.  Reading  of  Papers  and  Discussion  of  the  same. 

2.  One  Business  meeting  shall  be  held  at  half-past  nine  o'clock 
a.m.  on  the  first  day  of  the  session,  and  another  on  the  evening 
of  the  second  day  (unless  otherwise  ordered  by  vote),  at  which 
only  the  Fellows  of  the  Association  shall  be  present.  At  these 
meetings  the  Secretary's  Record  shall  be  read  ;  the  Treasurer's 
Accounts  submitted  ;  the  Reports  of  Committees  on  other  than 
scientific  subjects  offered ;  and  all  Miscellaneous  Business 
transacted. 

PAPERS. 

VI.  The  titles  cf  all  papers  to  be  read  at  any  annual  meeting  shall 
be  furnished  to  the  Secretary  not  later  than  one  month  before  the  first 
day  of  the  meeting. 

No  paper  shall  be  read  before  the  Association  that  has  already  been 
published,  or  that  has  been  read  before  any  other  body. 

Not  more  than  thirty  minutes  shall  be  occupied  in  reading  any 
paper  before  the  Association. 

Abstracts  of  all  papers  read  should  be  furnished  to  the  Secretary  at 
the  meeting. 

All  papers  read  before  the  Association  shall  become  its  sole  property 
if  accepted  for  publication ;  and  the  Executive  Council  may  decline 
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to  publish  any  paper  not  handed  to  the  Secretary  complete  before  the 
final  adjournment  of  the  annual  meeting. 

QUORUM. 

VII.  The  Fellows  present  shall  constitute  a  quorum  for  all  business, 
excepting  the  admission  of  new  Fellows  or  acting  upon  amendments 
to  the  Constitution,  when  not  less  than  fifteen  Fellows  must  be  in 
attendance. 

DECORUM. 

VIII.  No  remarks  reflecting  upon  the  personal  or  professional  char- 
acter of  any  Fellow  shall  be  in  order  at  any  meeting,  except  when 
introduced  by  the  Executive  Council. 

FINANCE. 

IX.  Each  Fellow  on  admission  shall  pay  an  initiation  fee  of  twenty- 
five  dollars,  which  shall  include  his  dues  for  the  first  year. 

Every  Fellow  shall  pay  in  advance  (i.  e.,  at  the  beginning  of  each 
fiscal  year)  the  sum  of  twenty  dollars  annually  thereafter. 

[A  fiscal  year  includes  the  period  of  time  between  the  first  day  of 
one  annual  meeting  and  the  first  day  of  the  next.] 

Any  Fellow  neglecting  to  pay  his  annual  dues  for  two  years  may 
forfeit  his  membership,  upon  vote  of  the  Executive  Council. 

The  Secretary  shall  receive  annually  a  draft  from  the  President 
drawn  on  the  Treasurer  for  a  sum,  to  be  fixed  by  the  Executive 
Council,  for  the  services  he  shall  have  rendered  the  Association  during 
the  year. 

A  contingent  fund  of  one  hundred  dollars  shall  be  placed  annually 
at  the  disposal  of  the  Secretary  for  current  expenses,  to  be  disbursed 
by  him,  and  for  which  he  shall  present  proper  vouchers. 

ATTENDANCE. 

X.  Any  Fellow  who  shall  neither  attend  nor  present  a  paper  for 
three  consecutive  years,  unless  he  offer  a  satisfactory  excuse,  may  be 
dropped  from  fellowship  upon  vote  of  the  Executive  Council. 

RULES. 

XI.  Robert's  Rules  of  Order  shall  be  accepted  as  a  parliamentary 
guide  in  the  deliberations  of  the  Association. 
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BY-LAWS. 


AMENDMENTS. 

XII.  These  By-laws  may  be  amended  by  a  two-thirds  vote  of  the 
Fellows  present  at  any  meeting ;  provided,  previous  notice  in  writing 
shall  have  been  given  at  the  annual  meeting  next  preceding  the  one  at 
which  the  vote  is  to  be  taken. 


OFFICERS  FOR  1897-1898. 


PRESIDENT. 

CHARLES  ALFRED  LEE  REED,  Cincinnati. 

VICE-PRESIDENTS. 

RICHARD  DOUGLAS,  Nashville. 

WALTER  BLACKBURN  DORSETT,  St.  Louis. 

SECRETARY. 

WILLIAM  WARREN  POTTER,  Buffalo. 

TREASURER. 

XAVIER  OSWALD  WERDER,  Pittsburg. 

EXECUTIVE  COUNCIL. 

ALBERT  VANDER  VEER,  Albany. 
LEWIS  SAMUEL  McMURTRY,  Louisville. 
J.  HENRY  CARSTENS,  Detroit. 
WILLIAM  E.  B.  DAVIS,  Birmingham. 
JOHN  MILTON  DUFF,  Pittsburg. 


HONORARY  FELLOWS. 


*  Deceased. 

1889.— Bantock,  George  Granville,  M.D.,  F.R.C.S.  Ed.  Sur- 
geon to  the  Samaritan  Free  Hospital.  12  Granville  Place,  Portman 
Square  W.,  London,  England. 

1889.  — Barbour,  A.  H.  Freeland,  M.A.,  B.S.C.,  M.D.,  F.R.C.P. 
Ed.,  F.R.S.  Ed.  Lecturer  on  Midwifery  and  Diseases  of  Women  in 
the  Edinburgh  Medical  School ;  Assistant  Physician  to  the  Royal 
Maternity  Hospital ;  Assistant  Physician  for  Diseases  of  Women  to 
the  Royal  Infirmary ;  Physician  to  the  Women's  Dispensary  ;  Fellow 
of  the  Edinburgh  and  London  Obstetrical  Societies  and  of  the  British 
Gynecological  Society ;  Corresponding  Fellow  of  the  Royal  Academy 
of  Medicine,  Turin.    4  Charlotte  Square,  Edinburgh,  Scotland. 

1892.— *Boisliniere,  L.  Ch.,  A.B.,  M.D.,  LL.D.  1896. 

1890.  — Championniere,  Just.  Lucas-,  M.D.  3  Avenue  Montaigne, 
Paris,  France. 

1889.  — Charpentier,  Arthur  Louis  Alphonse,  M.D.  Fellow 
of  the  Faculty  of  Medicine  of  Paris;  Member  of  the  Academy  of 
Medicine ;  and  Chevalier  of  the  Legion  of  Honor.  66  Rue  de  Miro- 
mesnil,  Paris,  France. 

1888.  — Cordes  August,  Elisee,  M.D.  Member  of  the  Royal 
College  of  Physicians,  London ;  Fellow  of  the  Obstetrical  Society  of 
London  and  of  the  British  Gynecological  Society ;  Corresponding 
National  Member  of  the  Obstetrical  and  Gynecological  Society  of 
Paris ;  Honorary  Fellow  of  the  Detroit  Gynecological  Society ;  late 
"  Chirurgien-adjoint"  of  the  Obstetrical  and  Gynecological  Clinic  at 
the  Maternity  at  Geneva ;  Consulting  Accoucheur  of  the  Misericorde 
Hospital,  etc. ;  Perpetual  Member  of  the  Societe  Obstetricale  de  France, 
Paris,  France.    12  Rue  Bellot,  Geneva,  Switzerland. 

1890.  — *Corson,  Hiram,  M.D.  1896. 

1889.  — Croom,  J.  Halliday,  M.D.,  F.R.C.P.E.,  F.R.C.S.E., 
F.R.S.E.  Physician  to  and  Clinical  Lecturer  on  Diseases  of  Women, 
Royal  Infirmary,  Edinburgh  ;  Physician  to  the  Royal  Maternity  Hos- 
pital ;  Lecturer  on  Midwifery  and  the  Diseases  of  Women  at  the 
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HONORARY  FELLOWS. 


School  of  Medicine;  Consulting  Physician  for  Diseases  of  Women, 
Western  Dispensary.    25  Charlotte  Square,  Edinburgh,  Scotland. 

1889. — *Dunlap,  Alexander,  A.M.,  M.D.    SpringEeld,  0.  1894. 

1888.  —  *Edis,  Arthur  Wellesley,  M.D.  Lond.,  F.R.C.S., 
M.R.S.C.S.    London,  England.  1893. 

1889.  — Eklund,  Abraham  Fredrik,  M.D.  3  A.  Sibyllegatan, 
Stockholm,  Sweden. 

1891. — Fernandez,  Juan  Santos,  M.D.  Calle  de  la  Reina,  No. 
92,  Havana,  Cuba. 

1891.  — *Fisher,  George  Jackson,  A.M.,  M.D.  Sing  Sing,  N.  Y. 
1893. 

1889. — Freund,  William  Alexander,  M.D.  Professor  and 
Director  of  the  Clinic  for  Diseases  of  Women,  in  the  Emperor  Wil- 
liam University.    2  Nikolaustaden,  Strassburg,  Germany. 

1892.  — *Green,  Traill,  M.D.,  LL.D.    Easton,  Pa.,  1897. 

1896. — Gaston,  James  McFadden,  A.M.,  M.D.  Professor  of 
Surgery  in  the  Southern  Medical  College,  Atlanta ;  Fellow  of  the 
American  Surgical  Association  ;  Member  of  the  Southern  Surgical  and 
Gynecological  Association.    421  Capitol  Avenue,  Atlanta,  Ga. 

1894. — Jacobs,  Charles,  M.D.  Professor  of  the  Faculty  of  Medi- 
cine of  Brussels ;  Secretary-General  of  the  Permanent  Committee  of 
the  Periodic  International  Congress  of  Gynecology  and  Obstetrics ; 
Honorary  President  of  the  Belgian  Society  of  Gynecology  and  Obstet- 
rics ;  Honorary  Fellow  of  the  Gynecological  Societies  of  New  York 
and  Chicago ;  Member  of  the  Southern  Surgical  and  Gynecological 
Association ;  Corresponding  Member  of  the  Gynecological  Society  of 
Paris ;  Surgeon  to  the  Brussels  Polyclinic.  53  Boulevard  de  Water- 
loo, Brussels,  Belgium. 

1889.— *Keith,  Thomas,  M.D.    London,  Eng.,  1896. 

1889.  — Leopold,  G.,  M.D.  Professor  in  the  Royal  Clinic  for  Dis- 
eases of  Women.    12  Seminar-Strasse,  Dresden,  Germany. 

1894.  — Maclean,  Donald,  M.D.  President  of  the  American 
Medical  Association  1894.    72  Lafayette  Avenue,  Detroit,  Mich. 

1890.  — Martin,  August,  M.D.  Alexanderufer  1,  Berlin  N.  W., 
Germany. 

1895.  — Mastin,  Claudius  Henry,  M.D.,  LL.D.  Senior  Consult- 
ing Surgeon,  City  Hospital,  Mobile;  Ex-President  American  Surgical 
Association  ;  President  American  Association  Genito-urinary  Surgeons, 
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1895 ;  Corresponding  Member  Boston  Gynecological  Society  ;  Member 
of  Southern  Surgical  and  Gynecological  Association  ;  Honorary  Chair- 
man Surgical  Section  of  the  First  Pan-American  Medical  Congress, 
and  one  of  its  Trustees  ;  Pounder  of  the  Congress  of  American  Physi- 
cians and  Surgeons.    13  South  Joachim  Street,  Mobile,  Ala. 

1897. — Mathews,  Joseph  M.,  M.D.  Professor  of  Diseases  of  the 
Rectum  and  Clinical  Surgery,  Kentucky  School  of  Medicine ;  Presi- 
dent of  the  Kentucky  State  Board  of  Health ;  First  Vice-President 
American  Medical  Association  1898.  923  Fourth  Avenue,  Louisville, 
Kentucky. 

1891. — Moses,  Gratz  Ashe,  M.D.  Emeritus  Professor  of  Obstet- 
rics and  Gynecology  in  the  Missouri  Medical  College;  formerly  in 
charge  of  the  Woman's  Department,  St.  Louis  Hospital,  and  Clinical 
Lecturer  in  Gynecology,  St.  Louis  Medical  College ;  Physician  to 
Augusta  Hospital.    3941  West  Bell  Place,  St.  Louis,  Mo. 

1889. — Nicola  ysen,  Julius,  M.D.  Professor  of  Surgery  in  the 
University  of  Norway.    Christian  ia,  Norway. 

1891. — Pietranera,  E.,  M.D.  Professor  of  Obstetrics  in  the  Medi- 
cal Department  of  the  National  University ;  Director  of  the  Maternity 
Branch  of  the  Clinical  Hospital.  2711  Calle  Rio  Adaria,  Buenos 
Ayres,  Argentine  Republic,  S.  A. 

1891. — Rodriquez,  Juan  M.,  M.D.  Professor  of  Clinical  Obstetrics 
in  the  Medical  School  of  the  University  of  Mexico.  Mexico. 

1889.  — Sanger,  Max,  M.D.  Professor  of  Obstetrics  and  Gyne- 
cology, University  of  Leipzig ;  late  President  of  the  Leipzig  Obstet- 
rical Society ;  Honorary  Member  of  the  Obstetrical  Societies  of 
Philadelphia  and  Chicago ;  Honorary  Member  of  the  Belgian  Gyne- 
cological Society,  Brussels;  Honorary  Member  of  the  Gynecological 
Society,  Kiew ;  Corresponding  Member  of  the  Medical  Society  of 
Christiania,  Norway.    16  Lindenstrasse,  Leipzig,  Germany. 

1894. — Slaviansky,  Kronid,  M.D.  Ordinary  Professor  of  the 
Obstetrical  and  Gynecological  Clinic  at  the  Imperial  Medical 
Academy ;  Director  of  the  Lying-in  Hospital  of  Gavan  at  St.  Peters- 
burg; Corresponding  Fellow  of  the  Boston  Gynecological  Society. 
24  Liteinaia  Street,  St.  Petersburg,  Russia. 

1890.  — Savage,  Thomas,  M.D.,  F.R.C.S.  Eng.  Surgeon  to  the 
Birmingham  Hospital  for  Women.  33  Newhall  Street,  Birmingham, 
England. 

1889. — Schultze,  Bernhard  Sigmund,  M.D.  Professor  of  Gyne- 
cology ;  Director  of  the  Lying-in  Institute  and  of  the  Gynecological 
Clinic.    2  Sellierstrasse,  Jena,  Germany. 
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1896. — Second,  Paul,  M.D.  Professor  of  the  Faculty  of  Medicine, 
Paris;  Surgeon  to  the  Salpetriere ;  Principal  Physician  to  the  Orleans 
Railroad.    11  Quay  d'Orsay,  Paris. 

1888.— *Smith,  J.  Greig,  M.A.,  CM.,  M.B.,  F.R.S.E.  Bristol, 
England.  1897. 

1896— Sternberg,  George  M.,  A.M.,  M.D.,  LL.D.  Brigadier- 
General  and  Surgeon-General,  U.  S.  Army.    Washington,  D.  C. 

1888.— Tait,  Lawson,  M.D.,  LL.D.,  F.R.C.S.E.  Surgeon  to  the 
Birmingham  and  Midland  Hospital  for  Women  ;  Consulting  Surgeon 
to  the  West  Bromwich,  the  Southampton,  and  the  Nottingham  Hos- 
pitals for  Women  ;  Professor  of  Gynecology  and  Member  of  the 
Council  in  Queen's  College ;  President  of  Mason's  Science  College ; 
Ex-President  of  the  British  Gynecological  Society  ;  President  of  the 
Birmingham  Medical  Institute  ;  Ex-President  of  the  Birmingham  and 
Midland  Counties  Branch  of  the  British  Medical  Association ;  Presi- 
dent of  the  Worcestershire  and  Herefordshire  Branch  of  the  British 
Medical  Association  and  of  the  Midland  Medical  Society.  7  The 
Crescent,  Birmingham,  England. 

1888.  — Williams,  John,  Bart.,  M.D.,  F.R.C.P.  63  Brook  Street, 
Grosvenor  Square  W.,  London,  England. 

1889.  — v.  Winckel,  F.,  M.D.  Professor  of  Gynecology  and  Director 
of  the  Royal  Hospital  for  Women ;  Member  of  the  Supreme  Council 
and  of  the  Faculty  of  Medicine  in  the  University  of  Munich.  16a 
Sonnenstrasse,  Munich,  Germany. 

Total,  twenty-nine  Honorary  Fellows. 


CORRESPONDING  FELLOWS. 


1891. — Griffin,  Herbert  Spohn,  B.A.,  M.D.  Surgeon  to  Hamil- 
ton City  Hospital ;  Examiner  in  Obstetrics,  University  of  Toronto. 
157  Main  Street,  Hamilton,  Outario,  Canada. 

1891.— Machell,  Henry  Thomas,  M.D.,  L.R.C.P.  Ed.  Lecturer 
on  Obstetrics,  Woman's  Medical  College ;  Surgeon  to  St.  John's  Hos- 
pital for  Women ;  Physician  to  Victoria  Hospital  for  Sick  Children 
and  to  Hillcrest  Convalescent  Home.  95  Bellevue  Avenue,  Toronto, 
Ontario,  Canada. 

Total,  two  Corresponding  Fellows. 


ORDINARY  FELLOWS. 


*  Deceased. 

1890. — Asdale,  William  James,  M.D.  Professor  of  Diseases  of 
Women,  Western  Pennsylvania  Medical  College,  Medical  Department 
University  of  Western  Pennsylvania.  2107  PennAvenue,  Pittsburg,  Pa. 

1895. — Bacon,  Joseph  Barnes,  M.D.  Professor  of  Rectal  Diseases 
at  the  Post-Graduate  Medical  School ;  Instructor  in  Clinical  Surgery  in 
the  Medical  Department  of  Northwestern  University.  4125  Drexel 
Boulevard,  Chicago,  111. 

Founder. — Baker,  Washington  Hopkins,  M.D.  Senior  Obste- 
trician to  the  Maternity  Hospital ;  Physician  to  the  German  Hospital. 
1610  Summer  Street,  Philadelphia,  Pa. 

1895. — Baldwin,  James  Fairchild,  A.M.,  M.D.  Chancellor  of, 
and  Professor  of  Surgical  Gynecology  in,  the  Ohio  Medical  University  ; 
Gynecologist  at  the  Protestant  Hospital.  112  North  Fourth  Street, 
Columbus,  O. 

Founder. — Banta,  Rollin  Ledrue,  M.D.  Professor  of  Materia 
Medica  and  Therapeutics  in  Niagara  University  Medical  College  ;  Con- 
sulting Obstetrician  to  the  Sisters  of  Charity  and  Woman's  Hospitals  ; 
President  of  the  Buffalo  Obstetrical  Society,  1887-88.  Vice-President, 
1890 ;  Executive  Council,  1891.  358  South  Division  Street,  Buffalo, 
N.  Y. 

1889. — Barrow,  David,  M.D.  Member  of  the  Southern  Surgical 
and  Gynecological  Association.  196  East  High  Street,  Lexington, 
Kentucky. 

1892. — Blume,  Frederick,  M.D.  Gynecologist  to  the  Allegheny 
General  Hospital  and  Pittsburg  Free  Dispensary  ;  Obstetrician  to  the 
Roselia  Maternity  Hospital ;  Consulting  Gynecologist  to  the  Mercy 
Hospital ;  President  of  the  Pittsburg  Obstetrical  Society,  1892.  118 
Liberty  Street,  Allegheny,  Pa. 

Obst  Soc  2 


18 


ORDINARY  FELLOWS. 


1896. — Bosher,  Lewis  C,  M.D.  Professor  of  the  Principles  of 
Surgery  and  Clinical  Lecturer  on  Genito-urinary  Surgery,  Medical 
College  of  Virginia ;  Visiting  Surgeon  to  the  Old  Dominion  Hospital. 
717  East  Franklin  Street,  Richmond,  Va. 

Founder. — Boyd,  James  Peter,  A.M.,  M.D.  Professor  of  Obstet- 
rics, Gynecology,  and  Diseases  of  Children  in  the  Albany  Medical 
College ;  Gynecologist  to  the  Albany  Hospital ;  Consulting  Obstetric 
Surgeon  to  St.  Peter's  Hospital ;  Fellow  of  the  British  Gynecological 
Society.    152  Washington  Avenue,  Albany,  N.  Y. 

1889. — Branham,  Joseph  H.,  M.D.  Demonstrator  of  Anatomy 
in  the  College  of  Physicians  and  Surgeons ;  Visiting  Surgeon  to  Bay- 
view  Hospital.    538  North  Arlington  Avenue,  Baltimore,  Md. 

1894.  — Brown,  John  Young,  Jr.,  M.D.  Late  First  Assistant 
Physician  in  the  Central  Kentucky  Asylum  for  the  Insane ;  President 
Mississippi  Valley  Medical  Association,  1898.  507  North  Spring 
Avenue,  St.  Louis,  Mo. 

1889.— *Burns,  Bernard,  M.D.,  Allegheny,  Pa.    1892.  - 

1895.  — Chase,  Walter  Benajah,  M.D.  Gynecologist  to  the 
Bushwick  Hospital ;  Attending  Surgeon  and  Gynecologist,  Central 
Hospital  and  Dispensary ;  Consulting  Gynecologist  to  the  Nassau 
Hospital,  Hempstead ;  Councillor  to  the  Long  Island  College  Hos- 
pital ;  Fellow  of  the  Brooklyn  Gynecological  Society.  President,  1893. 
Member  Medical  Society  County  of  Kings.  President,  1892.  Per- 
manent Member  Medical  Society  State  of  New  York ;  Member  of  the 
Brooklyn  Pathological  Society,  and  Honorary  Member  of  the  Queens 
County  Medical  Society.  291  Hancock  Street,  New  York ;  Borough 
of  Brooklyn. 

Founder. — Carstens,  J.  Henry,  M.D.  Professor  of  Obstetrics 
and  Clinical  Gynecology  in  the  Detroit  College  of  Medicine ;  Gyne- 
cologist to  the  Harper  Hospital ;  Attending  Physician  to  the  Woman's 
Hospital ;  Obstetrician  to  the  House  of  Providence  ;  President  of  the 
Detroit  Gynecological  Society,  1892.  Vice-President,  1888-'89  ;  Presi- 
dent, 1895;  Executive  Council,  1896-'98.  620  Woodward  Avenue,  De- 
troit, Mich. 

Founder. — Clarke,  Augustus  Peck,  A.M.,  M.D.  Dean  and  Pro- 
fessor of  Gynecology  and  Abdominal  Surgery  in  the  College  of  Physi- 
cians and  Surgeons,  Boston  ;  Vice-President  of  the  American  Medical 
Association,  1896;  President  of  the  Gynecological  Society  of  Boston, 
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1891-'92 ;  Vice-President  of  the  Pan-American  Medical  Congress, 
1893  ;  Member  of  the  Massachusetts  Medical  Society  ;  Fellow  of  the 
American  Academy  of  Medicine  ;  Member  of  the  American  Public 
Health  Association  ;  Consulting  Physician  to  the  Middlesex  Hospital 
and  Dispensary.    825  Massachusetts  Avenue,  Cambridge,  Mass. 

1890.— *Coles,  Walter,  M.D.    St.  Louis,  Mo.  1892. 

1892. — Cordier,  Albert  Hawes,  M.D.  Professor  of  Abdominal 
Surgery  in  the  Kansas  City  Medical  College ;  First  Vice-President  of 
the  Kansas  State  Medical  Society,  1892 ;  Corresponding  Member  of 
the  Philadelphia  Obstetrical  Society.  Vice-President,  1896.  310  Rialto 
Building,  Kansas  City,  Mo. 

1894. — Crofford,  Thomas  Jefferson,  M.D.  Professor  of  Physi- 
ology and  Clinical  Lecturer  on  Diseases  of  Women  in  the  Memphis 
Hospital  Medical  College ;  Member  of  the  Southern  Surgical  and 
Gynecological  Association.    155  Third  Street,  Memphis,  Tenn. 

1897. — Cumston,  Charles  Greene,  B.M.S.,  M.D.  (Geneva,  Swit- 
zerland), Assistant  Professor  of  Surgical  Pathology,  Tuft's  College 
Medical  School,  Boston ;  Member  of  the  Massachusetts  Medical  So- 
ciety ;  Corresponding  Member  of  the  Association  of  Genito-urinary  Sur- 
geons of  France  ;  Corresponding  Member  of  the  Pathological  Society 
of  Bruxelles,  Belgium ;  Corresponding  Member  of  the  Electro-thera- 
peutical Society  of  France.    871  Beacon  Sti'eet,  Boston,  Mass. 

Founder. — Cushing,  Clinton,  M.D.  Professor  of  Gynecology  in 
the  Cooper  Medical  College ;  Consulting  Surgeon  to  the  French 
Hospital.  Executive  Council,  1888-'91.  636  Sutter  Street,  San  Fran- 
cisco, Cal. 

1892. — Cushing,  Ernest  Watson,  A.B.,  M.D.  Surgeon  of  the 
Woman's  Charity  Club  Hospital ;  Editor  of  the  Annals  of  Gynecology 
and  Pediatry.    168  Newbury  Street,  Boston,  Mass. 

1894. — Davega,  S.  M.,  M.D.  Surgeon  to  the  Richmond  and  Dan- 
ville Railroad,  C.  aud  L.  R.  R.,  C.  and  C.  R.  R.,  G.  C.  and  N.  R.  R. 
Wylie  Street,  Chester,  S.  C. 

1889.— -Davis,  William  Elias  B.,  M.D.  Professor  of  Gynecology 
and  Abdominal  Surgery  in  the  Birmingham  Medical  College  ;  Secre- 
tary of  the  Southern  Surgical  and  Gynecological  Association,  1888-'97  ; 
formerly  Surgeon  to  the  Birmingham  Hospital  of  United  Charities  ; 
President  of  the  Tri-state  Medical  Society  of  Alabama,  Georgia,  and 
Tennessee,  1892 ;  Secretary  of  the  Surgical  Section  of  the  American 
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Medical  Association,  1891  ;  Honorary  President  of  the  Section  on 
Gynecology  and  Abdominal  Surgery  of  the  First  Pan-American 
Medical  Congress ;  Honorary  Member  of  the  Medical  Society  of  the 
State  of  New  York.  Vice-President,  1895  ;  Executive  Council,  1897-'98. 
2031  Avenue  G.,  Birmingham,  Ala. 

1896. — Deaver,  John  Blair,  M.D.  Assistant  Professor  of  Ap- 
plied Anatomy  at  the  University  of  Pennsylvania ;  Visiting  Surgeon 
to  the  German  Hospital.    1634  Walnut  Street,  Philadelphia,  Pa. 

1892.— Dewees,  William  Busby,  A.M., M.D.  President,  1891-92, 
of  the  Golden  Belt  Medical  Society  of  Kansas;  Vice-President  of  the 
Pan-American  Medical  Congress  of  1893  for  Kansas ;  Fellow  of  the 
American  Academy  of  Medicine ;  Member  of  the  American  Public 
Health  Association ;  Member  of  the  American  Medical  Association ; 
Member  of  the  Western  Association  of  Obstetricians  and  Gynecolo- 
gists ;  Member  of  the  Kansas  State  Medical  Society  ;  Life  Member  of 
the  International  Periodical  Congress  of  Gynecology  and  Obstetrics. 
N.  W.  corner  Santa  Fe  and  Prescott  Avenues,  Salina,  Kansas. 

1892. — Dorsett,  Walter  Blackburn,  M.D.  Professor  of  Ob- 
stetrics in  the  Beaumont  Hospital  Medical  College ;  President  of  the 
St.  Louis  Medical  Society,  1892.  Vice-President,  1898.  3941  West 
Bell  Place,  St.  Louis,  Mo. 

1889. — Douglas,  Richard,  M.D.  Professor  of  Gynecology  and 
Abdominal  Surgery  in  the  Vanderbilt  Medical  College  ;  President  of 
the  Tri-state  Medical  Society  of  Alabama,  Georgia,  and  Tennessee, 
1893  ;  Fellow  of  the  British  Gynecological  Society ;  President  of  the 
Southern  Surgical  and  Gynecological  Association,  1898.  Vice-Presi- 
dent, 1898.    110  Spruce  Street,  Nashville,  Tenn. 

1892—  Duff,  John  Milton,  A.M.,  M.D.,  Ph.D.  Chairman  of 
the  Section  of  Obstetrics  and  Diseases  of  Women  in  the  American 
Medical  Associatiou,  1893 ;  Professor  of  Obstetrics  in  the  Western 
Pennsylvania  Medical  College  ;  Gynecologist  to  the  Western  Pennsyl- 
vania Hospital ;  Consulting  Surgeon  and  Gynecologist  to  the  South 
Side  Hospital ;  Fellow  of  the  American  Academy  of  Medicine ;  Presi- 
dent of  the  Pittsburg  Obstetrical  Society,  1891.  Executive  Council, 
1898.    2006  Carson  Street,  Pittsburg,  Pa. 

1895. — Dunn,  James  Henry,  M.D.  Professor  of  Genito-urinary 
Diseases  and  Adjunct  Professor  of  Clinical  Surgery  at  the  Medical 
Department  of  the  University  of  Minnesota  ;  Surgeon  to  City,  Asbury, 
and  St.  Mary's  Hospitals.   337  Oak  Grove  Street,  Minneapolis,  Minn. 
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1895. — Dunn,  B.  Sherwood-,  M.D.  Warren  Chambers,  419  Boyls- 
ton  Street,  Boston,  Mass. 

1892. — Dunning,  Lehman  Herbert,  M.D.  Professor  of  Diseases 
of  Women  in  the  Medical  College  of  Indiana ;  Consulting  Gynecolo- 
gist to  the  Indianapolis  City  Hospital  and  Dispensary.  249  North 
Alabama  Street,  Indianapolis,  Ind. 

1895. — Earle,  Frank  Breckenridge,  M.D.  Professor  of  Ob- 
stetrics at  the  College  of  Physicians  and  Surgeons.  903  W.  Monroe 
Street,  Chicago,  111. 

1895. — Ferguson,  Alexander  Hugh,  M.D.  Professor  of  Surgery 
at  the  Chicago  Post-Graduate  Medical  School.  2950  Indiana  Avenue, 
Chicago,  111. 

1895. — Fish,  Edmund  Frost,  M.D.  Professor  of  Gynecology  in 
the  Milwaukee  Medical  College;  Gynecologist  to  the  Trinity,  St.  Jo- 
seph's, and  Milwaukee  City  Hospitals  ;  Gynecologist  to  the  Milwaukee 
Free  Dispensary.    211  Grand  Avenue,  Milwaukee,  Wis. 

1890.  —Frederick,  Carlton  Cassius,  B.S.,  M.D.  Adjunct  Pro- 
fessor of  Obstetrics  in  the  Medical  Department  of  Niagara  University  ; 
Obstetrician  and  Gynecologist  to  the  Buffalo  Woman's  Hospital ;  Ob- 
stetrician to  the  Widows'  and  Infants'  Asylum  ;  Gynecologist  to  the 
Erie  County  Hospital.    64  Richmond  Avenue,  Buffalo,  N.  Y. 

1891.  — Gibbons,  Henry,  Jr.,  A.M.,  M.D.  Dean  and  Professor  of 
Obstetrics  and  Diseases  of  Women  and  Children  in  Cooper  Medical 
College ;  Consulting  Physician  to  the  French  and  the  Children's  Hos- 
pitals.   920  Polk  Street,  San  Francisco,  Cal. 

1895. — Gilliam,  David  Tod,  M.D.  Professor  of  Obstetrics  and 
Gynecology  in  the  Starling  Medical  College.  70  Winner  Avenue, 
Columbus,  Ohio. 

1895. — Goldspohn.  Albert,  M.D.  Professor  of  Gynecology,  Post- 
Graduate  Medical  School ;  Senior  Gynecologist,  German  Hospital  . 
Attending  Gynecologist,  Post-Graduate  and  Charity  Hospitals.  519 
Cleveland  Avenue,  Chicago,  111. 

1894. — Griffith,  Jefferson  Davis,  M.D.  Professor  of  Surgery 
in  the  Kansas  City  Medical  College ;  Surgeon  to  St.  Joseph's  Hospital 
and  to  the  Children's  Hospital.  Corner  Grand  Avenue  and  Thirty- 
fifth  Street,  Kansas  City,  Mo. 

1892.  — Haggard,  William  David,  M.D.  Professor  of  Gyne- 
cology and  Diseases  of  Children  in  the  Medical  Department  of  the 
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University  of  Tennessee  ;  Consulting  Gynecologist  to  City  Hospital ; 
Gynecologist  to  St.  Margaret's  Hospital ;  Chairman  of  Section  on  Dis- 
eases of  Children,  American  Medical  Association,  1886  ;  Fellow  (Presi- 
dent, 1888)  of  the  Southern  Surgical  and  Gynecological  Association  ; 
President  of  the  Nashville  Academy  of  Medicine  and  Surgery.  312 
North  High  Street,  Nashville,  Tenn. 

1889.  — Hall,  Rufus  Bartlett,  A.M.,  M.D.  Professor  of  Clini- 
cal Gynecology  at  the  Miami  Medical  College ;  Gynecologist  to  the 
Presbyterian  Hospital ;  Member  of  the  British  Gynecological  Associ- 
ation ;  of  the  Southern  Surgical  and  Gynecological  Association  ;  of 
the  American  Medical  Association  ;  of  the  Ohio  State  Medical  Society  ; 
of  the  Cincinnati  Academy  of  Medicine ;  President  of  the  Cincinnati 
Obstetrical  Society,  1896.  Vice-President,  1891.  Berkshire  Building, 
628  Elm  Street,  Cincinnati,  Ohio. 

1894. — Ha  yd,  Herman  Emilie,  M.D. ,  M.R.C.S.,  Eng.  Gynecolo- 
gist to  the  Erie  County  Hospital.  493  Delaware  Avenue,  Buffalo,  N.  Y. 

1891. — Hatches,  John  Rudolph,  M.D.,  Ph.D.  Associate  Profes- 
sor of  Gynecology  in  the  Medical  College  of  the  University  of  South- 
ern California.    929  South  Main  Street,  Los  Angeles,  Cal. 

Founder. — *Hill,  Hampton  Eugene,  M.D.  1894. 

1891. — Holmes,  Josus  Billington  Sanders,  M.D.  Professor  of 
Obstetrics  in  the  Southern  Medical  College ;  President  of  the  Georgia 
State  Medical  Association,  1890 ;  Member  of  the  Southern  Surgical 
and  Gynecological  Association ;  Member  of  the  American  Medical 
Association.    17  West  Cain  Street,  Atlanta,  Georgia. 

1894.— Howell,  Stephen  Yates,  A.M.,  M.D.,  M.R.C.S.  Eng. 
Clinical  Instructor  in  Diseases  of  Women  in  the  Medical  Department 
of  the  University  of  Buffalo ;  Gynecologist  to  the  Erie  County  Hos- 
pital.   164  Franklin.  Street,  Buffalo,  N.  Y. 

1891.— Howitt,  Henry,  M.D.,  M.R.C.S.  Eng.  Surgeon  to  the 
Guelph  General  and  St.  Joseph's  Hospitals,  Guelph ;  Member  of  the 
British  and  Ontario  Medical  Associations  ;  Medical  Health  Officer  for 
the  City  of  Guelph.  Vice-President,  1895.  235  Woolwich  Street, 
Guelph,  Ontario.  Canada. 

1890.  — Hughes,  Donnel,  M.D.  Executive  Council,  1893.  4005 
Chestnut  Street,  Philadelphia,  Pa. 

1896. — Hughes,  George  Maurice,  M.D.  Physician  in  Charge 
of  the  Obstetric  and  Gynecological  Department  of  the  Philadelphia 
Dispensary.    241  North  Eighteenth  Street,  Philadelphia,  Pa. 
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1892. — Hulbkrt,  George  Frederick,  M.D.  Professor  of  the 
Principles  and  Practice  of  Medicine  and  Clinical  Gynecology  in  the 
Marion-Sims  Medical  College ;  Consulting  Physician  and  Surgeon  to 
the  Missouri  Pacific  Railway  Hospital ;  Consulting  Gynecologist  to 
the  St.  Louis  City  and  Female  Hospitals;  Secretary  of  the  St.  Louis 
Obstetrical  and  Gynecological  Society.  Vice-President,  1894.  4270 
Delmar  Avenue,  St.  Louis,  Mo. 

1895. — Humiston,  William  Henry,  M.D.  Clinical  Lecturer  on 
Gynecology  at  the  Medical  Department  of  the  Western  Reserve  Uni- 
versity ;  Consulting  Gynecologist  to  the  City  Hospital.  122  Euclid 
Avenue,  Cleveland,  O. 

1892.— Hypes,  Benjamin  Murray,  A.M.,  M.D.  Professor  of  Ob- 
stetrics in  the  Marion -Sims  Medical  College.  2005  Victor  Street,  St. 
Louis,  Mo. 

Founder. — III,  Edward  Joseph,  M.D.  Surgeon  to  the  Woman's 
Hospital ;  Gynecologist  to  St.  Barnabas's  and  Consulting  Gynecologist 
to  the  German  Hospitals.  Vice-President,  1893.  1002  Broad  Street> 
Newark,  N.  J. 

1897. — Ingraham,  Henry  Downer,  M.D.  Professor  of  Gynecol- 
ogy and  Pediatrics,  Medical  Department  of  Niagara  University  ;  Gyn- 
ecologist to  the  Buffalo  Hospital  of  the  Sisters  of  Charity  and  to  the 
Erie  County  Hospital ;  Consulting  Gynecologist  to  Providence  Hos- 
pital.   405  Franklin  Street,  Buffalo,  N.  Y. 

1894. — Jayne,  Walter  Addison,  M.D..  Professor  of  Gynecology 
in  the  Medical  Department  of  the  University  of  Denver ;  Consultant 
in  Gynecology,  St.  Luke's  Hospital ;  Gynecologist  to  the  Arapahoe 
County  Hospital,  Denver.    217  McPhee  Building,  Denver,  Col. 

Founder. — Jarvis,  George  Cyprian,  M.D.  Visiting  Surgeon  to 
the  Hartford  Hospital.    98  High  Street,  Hartford,  Conn. 

1892. — Jelks,  James  Thomas,  M.D.  President  of  the  Arkansas 
Medical  Society,  1892 ;  Chairman  of  the  Section  of  Surgery  in  the 
American  Medical  Association,  1893 ;  Professor  of  Gynecology  in 
Barnes  Medical  College,  St.  Louis,  Mo.;  Member  of  the  Southern  Sur- 
gical and  Gynecological  Association.  178  Central  Avenue,  Hot 
Springs,  Ark. 

1894. — Jennings,  Charles  Godwin,  M.D.  Professor  of  the  Theory 
and  Practice  of  Medicine  and  Clinical  Diseases  of  Children  in  the  De- 
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troit  College  of  Medicine ;  Physician  to  St.  Mary's  Hospital,  Depart- 
ment of  Diseases  of  Children ;  Physician  to  St.  Vincent's  Orphan 
Asylum  ;  Consulting  Physician  to  the  Woman's  Hospital  and  Found- 
lings' Home ;  Consulting  Physician  to  St.  Luke's  Hospital ;  Member 
of  the  American  Pediatric  Society.  457  Jefferson  Avenue,  Detroit, 
Mich. 

1891. — Johnston,  George  Ben,  M.D.  Professor  of  the  Practice 
of  Surgery  and  Clinical  Surgery  in  the  Medical  College  of  Virginia  ; 
Surgeon  to  the  Old  Dominion  Hospital ;  Physician  to  St.  Sophia's 
Home  for  the  Aged ;  Physician  to  St.  Joseph's  Female  Orphan  Asy- 
lum ;  Consulting  Surgeon  to  the  Richmond  Eye,  Ear,  and  Throat  In- 
firmary ;  Vice-President  of  the  Southern  Surgical  and  Gynecological 
Association,  1892,  President,  1897 ;  Ex-President  of  the  Richmond 
Medical  and  Surgical  Society  ;  President  of  the  Virginia  State  Medical 
Society,  1897.  Vice-President,  1897.  407  East  Grace  Street,  Rich- 
mond, Va. 

1893. — Laidley,  Leonidas  Hamlin,  M.D.  Professor  of  Gyne- 
cology in  the  Beaumont  Hospital  Medical  College ;  Surgeou-in-Chief 
to  the  Protestant  Hospital.    3538  Washington  Avenue,  St.  Louis,  Mo. 

1890.  — Longyear,  Howard  Williams,  M.D.  Gynecologist  to 
Harper  Hospital ;  Physician  to  the  Woman's  Hospital ;  President  of 
the  Detroit  Gynecological  Society,  1889 ;  Chairman  of  the  Section  on 
Obstetrics  and  Gynecology  of  the  Michigan  State  Medical  Society, 
1892.    Vice-President,  1893.    698  Woodward  Avenue,  Detroit,  Mich. 

Founder. — Lothrop,  Thomas,  M.D.  Professor  of  Obstetrics, 
Niagara  University ;  Director  of  the  Woman's  Hospital ;  Physician 
to  St.  Francis's  Hospital ;  Consulting  Physician  to  the  Hospital  of  the 
Sisters  of  Charity  and  to  the  Providence  Retreat  for  the  Insane.  153 
Delaware  Avenue,  Buffalo,  N.  Y. 

1896. — Lyons,  John  Alexander,  M.D.  Instructor  in  Gynecology 
at  the  Post-Graduate  Medical  School ;  Gynecologist  and  Lecturer  to 
Nurses  at  the  Chicago  Hospital.    4118  State  Street,  Chicago,  111. 

1891.  — Macdonald,  Willis  Goss,  M.D.  Lecturer  on  Operative 
Surgery  and  Instructor  in  Abdominal  Surgery  in  Albany  Medical 
College ;  Surgeon  to  the  Out-door  Department  of  the  Albany  Hospital. 
27  Eagle  Street,  Albany,  N.  Y. 

Founder. — McArdle,  Thomas  Eugene,  A.M.,  M.D.  Professor  of 
Minor  Surgery  in  the  National  Medical  College ;  Assistant  Surgeon 
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in  the  Children's  Hospital.  Editor  National  Medical  Review.  821 
Sixteenth  Street,  Washington,  D.  C. 

1891.— *McCann,  James,  M.D.    Pittsburg,  Pa.,  1893. 

1894. — McGuire,  Edward,  M.D.  Professor  of  Gynecology  in 
the  University  College  of  Medicine  ;  Gynecologist  to  the  Virginia  Hos- 
pital ,  Member  of  the  Southern  Surgical  and  Gynecological  Associa- 
tion.   216  East  Franklin  Street,  Richmond,  Va. 

Founder. — McMurtry,  Lewis  Samuel,  A.M.,  M.D.  Professor  of 
Gynecology  in  the  Hospital  College  of  Medicine ;  Gynecologist  to  Sts. 
Mary  and  Elizabeth  Hospital ;  Fellow  of  the  Edinburgh  Obstetrical 
Society ;  Fellow  of  the  British  Gynecological  Society  ;  Corresponding 
Member  of  the  Obstetrical  Society  of  Philadelphia  and  of  the  Gyneco- 
logical Society  of  Boston  ;  Member  (President,  1891),  of  the  Southern 
Surgical  and  Gynecological  Association.  Executive  Council,  1891-'92, 
1895-'98  ;  President,  1893.  231  West  Chestnut  Street,  Louisville,  Ky. 

Founder. — M  anton,  Walter  Porter,  M.D.  Professor  of  Clinical 
Gynecology  and  Adjunct  Professor  of  Obstetrics,  Detroit  College  of 
Medicine ;  Gynecologist  to  Harper  Hospital  and  the  Eastern  Michi- 
gan Asylum  for  the  Insane ;  Vice-President  of  Medical  Board  of  the 
Woman's  Hospital  and  Foundlings'  Home ;  Consulting  Gynecologist 
to  the  Northern  Michigan  Asylum,  and  St.  Joseph's  Retreat ;  Gynesic 
Surgeon  to  the  House  of  the  Good  Shepherd  ;  President  of  the  Detroit 
Academy  of  Medicine,  1892-94 ;  President  of  the  Detroit  Gyneco- 
logical Society,  1890 ;  Fellow  of  the  British  Gynecological  Society ; 
Fellow  of  the  Royal  Microscopical  Society,  and  of  the  Zoological 
Society  of  London.  Vice-President,  1894.  32  Adams  Avenue,  W. , 
Detroit,  Mich. 

Founder. — Maxwell,  Thomas  Jefferson,  M.D.  Professor  of 
the  Principles  and  Practice  of  Surgery  and  Surgical  Clinics  in  the 
Keokuk  Medical  College  ;  Surgeon  to  St.  Joseph's  Hospital.  727  North 
Ninth  Street,  Keokuk,  Iowa. 

1893. — *Michael,  Jacob  Edwin,  A.M.,  M.D.  Baltimore,  Mary- 
land, 1895. 

Founder. — Miller,  Aaron  Benjamin,  M.D.  Professor  of  Gyne- 
cology in  the  Medical  Department  of  Syracuse  University  ;  Gynecol- 
ogist to  St.  Joseph's  Hospital,  House  of  the  Good  Shepherd  and  Dis. 
pensary.    326  Montgomery  Street,  Syracuse,  N.  Y. 


1896.— *Mooney,  Fletcher  D.,  M.D.    St.  Louis,  Mo.,  1897. 
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1890.  — Morris,  Robert  Tuttle,  A.M.,  M.D.  Instructor  in  Sur- 
gery in  the  New  York  Post-Graduate  Medical  School  and  Hospital. 
Vice-President,  1892.    49  West  Thirty-ninth  Street,  New  York,  N.  Y. 

Founder. — Moses,  Gratz  Ashe,  M.D.    (See  Honorary  Fellows.) 

1894. — Murphy,  John  Benjamin,  A.M.,  M.D.  Professor  of  Sur- 
gery in  the  College  of  Physicians  and  Surgeons  and  in  the  Post-Graduate 
Medical  College  ;  Attending  Surgeon  to  the  Cook  County  Hospital  and 
to  Alexander  Hospital.  Residence,  3152  Michigan  Avenue ;  Office, 
34  Venetian  Building,  Chicago,  111. 

Founder. — Myers,  William  Herschel,  M.D.  Professor  of  Clinical 
and  Abdominal  Surgery,  Fort  Wayne  College  of  Medicine ;  Surgeon 
to  St.  Joseph's  Hospital ;  Member  of  the  American  and  the  British 
Medical  Associations ;  Member  of  the  Pathological  Society  of  London  ; 
Member  of  the  International  Congress  of  Gynecologists  and  Obstetri- 
cians ;  Member  of  the  Chicago  Medical  Society.  Vice-President,  1890. 
157  West  Wayne  Street,  Fort  Wayne,  Indiana. 

1891.  — Nevitt,  R.  Barrington,  B.A.,  M.D.  Lecturer  on  Clinical 
Surgery  and  Dean  of  the  Woman's  Medical  College ;  Surgeon  to  To- 
ronto General  Hospital ;  Surgeon  to  the  Hospital  for  Sick  Children  ; 
Surgeon  to  St.  Michael's  Hospital.  176  Jarvis  Street,  Toronto,  Ont., 
Canada. 

1897. — Nichols,  William  R.,  M.D.,  Markham,  Ont.,  Canada. 

1896. — Noble,  George  Henry,  M.D.  Gynecologist  to  the  Grady 
Hospital ;  Secretary  of  the  Section  of  Obstetrics  and  Gynecology, 
American  Medical  Association,  1897 ;  Member  of  the  Southern  Sur- 
gical and  Gynecological  Association.  186  South  Pryor  Street, 
Atlanta,  Ga. 

1889.  — Paine,  John  Fannin  Young,  M.D.  Professor  of  Obstetrics 
and  Gynecology  in  the  School  of  Medicine,  University  of  Texas ;  Ob- 
stetrician and  Gynecologist  to  the  John  Sealy  Hospital ;  President 
of  the  Texas  State  Medical  Association,  1888  ;  Vice-President  of  the 
Section  of  Public  and  International  Hygiene  in  the  Ninth  Interna- 
tional Medical  Congress ;  Member  of  the  American  Medical  Associa- 
tion and  of  the  Southern  Surgical  and  Gynecological  Association.  S. 
E.  corner  Broadway  and  Twenty-sixth  Street,  Galveston,  Texas. 

1890.  — Pearson,  William  Libbey,  M.D.  713  Union  Street, 
Schenectady,  N.  Y. 
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1891. — Peck,  George  Sherman,  M.D.  Consulting  Surgeon  to  the 
City  Hospital.  Vice-President,  1896.  26  West  Federal  Street, 
Youngstown,  Ohio. 

Founder. — Potter,  William  Warren,  M.D.  Consulting  Gyne- 
cologist to  the  Woman's  Hospital ;  Examiner  in  Obstetrics,  New  York 
State  Medical  Examining  and  Licensing  Board  ;  Chairman  of  the  Sec- 
tion of  Obstetrics  and  Diseases  of  Women,  American  Medical  Associa- 
tion, 1890 ;  President  of  the  Buffalo  Obstetrical  Society,  1884-'86 ; 
Member  of  the  Southern  Surgical  and  Gynecological  Association ; 
President  of  the  Medical  Society  of  the  State  of  New  York,  1891  ;  Ex- 
ecutive President  of  the  Section  of  Gynecology  and  Abdominal  Sur- 
gery, Pan-American  Medical  Congress,  1893.  Secretary,  1888-'98. 
284  Franklin  Street,  Buffalo,  N.  Y. 

1891. — Praeger,  E.  Arnold,  M.D.  Professor  of  Gynecology  at 
the  Los  Angeles  Polyclinic ;  Clinical  Gynecologist  at  the  Free  Dis- 
pensary ;  Fellow  of  the  Obstetrical  Society  of  London,  England  ; 
Member  of  the  British  and  Canadian  Medical  Associations  ;  Member  of 
the  Southern  California  and  Los  Angeles  County  Medical  Societies. 
57-59  Potomac  Block,  Broadway,  Los  Angeles,  Cal. 

Founder. — Price,  Joseph,  M.D.  Physician-in-charge  of  the  Ob- 
stetrical and  Gynecological  Department  of  the  Philadelphia  Dispen- 
sary ;  Member  of  the  Southern  Surgical  and  Gynecological  Association  ; 
Honorary  Fellow  of  the  Medical  Society  of  the  State  of  New  York ; 
Honorary  Fellow  of  the  South  Carolina  Medical  Society ;  Honorary 
Fellow  of  the  Virginia  Medical  Society  ;  Member  of  the  British  Gyn- 
ecological Association  and  of  the  Edinburgh  Obstetrical  Society.  Exec- 
utive Council,  1894-95;  President,  1896.  241  North  Eighteenth 
Street,  Philadelphia,  Pa. 

Founder. — Reed,  Charles  Alfred  Lee,  A.M.,  M.D.  Professor 
of  Gynecology  and  Abdominal  Surgery  in  the  Cincinnati  College  of 
Medicine  and  Surgery  and  in  the  Woman's  Medical  College  of  Cin- 
cinnati ;  Surgeon  to  the  Cincinnati  Free  Surgical  Hospital  for  Women  ; 
Secretary-General  of  the  First  Pan-American  Medical  Congress,  1893  ; 
Member  of  the  Southern  Surgical  and  Gynecological  Association.  Ex- 
ecutive Council,  1890-97  ;  President,  1898.  St.  Leger  Place,  Cincin- 
nati, Ohio.. 

1896. — Rhett,  Robert  Barnwell,  Jr.,  M.D.  Dean  and  Pro- 
fessor of  Gynecology  and  Abdominal  Surgery  at  the  Charleston  Med- 
ical School ;  Gynecologist  to  St.  Francis  Xavier's  Infirmary  ;  Surgeon 
to  the  City  Hospital.    109  Cannon  Street,  Charleston,  S.  C. 
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1890. — Ricketts,  Edwin,  M.D.  Professor  of  Abdominal  Surgery 
and  Gynecology  at  the  Cincinnati  Polyclinic  ;  Member  of  the  American 
and  British  Medical  Associations ;  Member  of  the  Southern  Surgical 
and  Gynecological  Association.    415  Broadway,  Cincinnati,  Ohio. 

1889.  — Rohe,  George  Henry,  M.D.  Professor  of  Materia 
Medica,  Hygiene,  and  Mental  Diseases  in  the  College  of  Physicians 
and  Surgeons ;  Superintendent  of  the  Maryland  Hospital  for  the  In- 
sane ;  Member  of  the  Southern  Surgical  and  Gynecological  Associa- 
tion. Vice-President,  1891 ;  Executive  Council,  1892-93  ;  President, 
1894.    Sykesville,  Md. 

1892. — Rosen w Ass er,  Marcus,  M.D.  Dean  and  Professor  of  Dis- 
eases of  Women  and  Abdominal  Surgery  in  the  University  of  Wooster ; 
Gynecologist  to  the  Cleveland  Hospital  for  Women  and  Children ; 
Consulting  Gynecologist  to  the  City  Hospital ;  Member  of  the  Amer- 
ican Medical  and  Ohio  State  Medical  Associations.  722  Woodland 
Avenue,  Cleveland,  Ohio. 

1890.  — Ross,  James  Frederick  William,  M.D.,  L.R.C.P.  (Eng.) 
Gynecologist  to  the  Toronto  General  Hospital ;  Surgeon  to  the  Woman's 
Hospital ;  Lecturer  in  Clinical  Gynecology  at  the  University  of  To- 
ronto. Exemtive  Council,  1892-96  ;  President,  1897.  481  Sherburne 
Street,  Toronto,  Ont.,  Canada. 

1895. — Sellman,  William  Alfred  Belt,  M.D.  Professor  of  the 
Diseases  of  Women  and  Obstetrics  at  the  Baltimore  University  School 
of  Medicine.    5  East  Biddle  Street,  Baltimore,  Md. 

•  1890. — Sexton,  John  Chase,  A.M.,  M.D.  Executive  Council,  1894 ; 
Vice-President,  1897.    Rushville,  Indiana. 

1889. — Seymour,  William  Wotkyns,  A.B.,  M.D.  Professor  of 
Gynecology  in  the  University  of  Vermont ;  formerly  House  Surgeon 
of  the  Boston  City  Hospital ;  Member  of  the  American  Medical  Asso- 
ciation ;  Fellow  of  the  New  York  State  Medical  Association  ;  Member 
of  the  British  Medical  Association.  Executive  Council,  1892-'93.  105 
Third  Street,  Troy,  ST.  Y. 

1891.  — Smith,  Charles  North,  M.D.  Professor  of  Obstetrics  and 
Clinical  Gynecology  in  the  Toledo  Medical  College ;  Gynecologist  to 
St.  Vincent's  Hospital.    1921  Franklin  Avenue,  Toledo,  Ohio. 

1895. — Steele,  Daniel  Atkinson  King,  M.D.  President  and 
Professor  of  the  Principles  and  Practice  of  Surgery  at  the  College  of 
Physicians  and  Surgeons  ;  Attending  Surgeon  at  the  Chicago,  Wesley, 
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and  Post-Graduate  Hospitals ;  Consulting  Surgeon  at  the  Palmer 
Memorial  Hospital,  Janesville,Wis.  2920  Indiana  Avenue,  Chicago,  111. 

Founder. — Storks,  Melancthon,  A.M.,  M.D.  Attending  Surgeon 
to  the  Hartford  Hospital ;  President  Connecticut  State  Medical  Society. 
Executive  Council,  1888-'89.    91  Ann  Street,  Hartford,  Conn. 

1894. — Stover,  Charles,  M.D.  31  Division  Street,  Amsterdam, 
N.  Y. 

1894— Tappey,  Ernest  Taylor,  A.M.,  M.D.  Clinical  Professor 
of  Surgery  iu  the  Detroit  College  of  Medicine ;  Surgeon  to  Harper 
Hospital.    270  Woodward  Avenue,  Detroit,  Mich. 

1894.  — Taylor,  Hugh  McGuire,  M.D.  Professor  of  the  Practice 
of  Surgery  in  the  University  College  of  Medicine,  Richmond,  Va.  ; 
Member  of  the  Surgical  Staff  of  the  Virginia  Hospital,  Richmond, 
Va. ;  Ex-President  of  the  Medical  Examining  Board  of  Virginia ; 
Ex-President  of  the  Richmond  Medical  and  Surgical  Society  ;  Mem- 
ber of  the  American  Medical  Association  ;  Member  of  the  Southern 
Surgical  and  Gynecological  Association  ;  Member  of  the  National  As- 
sociation of  Railway  Surgeons.    6  North  Fifth  Street,  Richmond,  Va. 

Founder. — Taylor,  William  Henry,  M.D.,  Ph.D.  Dean  and 
Professor  of  Obstetrics,  Miami  Medical  College ;  Obstetrician  to  the 
Cincinnati  Hospital;  Consulting  Obstetrician  to  Christ's  Hospital. 
President,  1888-89.    553  West  Seventh  Street,  Cincinnati,  Ohio. 

1890. — Thomas,  George  Gillett,  M.D.  Ex-President  Medical 
Society  of  the  State  of  North  Carolina.    Wilmington,  N.  C. 

1895.  — Thompson,  Frank  Daniel,  M.D.  Professor  of  Gynecology 
in  the  Medical  Department  of  Fort  Worth  University.  412  Adams 
Street,  Fort  Worth,  Texas. 

1895. — Tompkins,  Christopher,  M.D.,  Ph.D.  Professor  of  Ob- 
stetrics and  Dean  of  the  Medical  College  of  Virginia ;  Obstetrician  to 
the  Old  Dominion  Hospital ;  Member  of  the  Southern  Surgical  and 
Gynecological  Association.  116  East  Franklin  Street,  Richmond,  Va. 

Founder. — *Townsend,  Franklin,  A.M.,  M.D.  Albany,  N.  Y., 
1895. 

Founder. — Vander  Veer,  Albert,  A.M.,  M.D.,  Ph.D.  Professor 
of  Didactic,  Clinical,  and  Abdominal  Surgery  in  the  Albany  Medical 
College  ;  Attending  Surgeon  to  the  Albany  Hospital ;  Consulting  Sur- 
geon to  St.  Peter's  Hopital ;  Fellow  of  the  American  Surgical  Associ- 
ation ;  Fellow  of  the  British  Gynecological  Society ;  Member  of  the 
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Southern  Surgical  and  Gynecological  Association ;  Corresponding 
Member  of  the  Boston  Gynecological  Society.  Executive  Council, 
1889-91,  1895-98  ;  President,  1892.  28  Eagle  Street,  Albany,  N.  Y. 

1891. — Walker,  Edwin,  M.D.,  Ph.D.  Gynecologist  to  the  Evans- 
ville  City  Hospital ;  President  of  the  Indiana  State  Medical  Society, 
1892  ;  Member  of  the  American  Medical  Association  ;  and  of  the  Mis- 
sissippi Valley  Medical  Association  ;  Member  of  the  Southern  Surgical 
aud  Gynecological  Association.  427  Upper  Third  Street,  Evansville, 
Indiana. 

1889.— Wenning,  William  Henry,  A.M.,  M.D.  Professor  of 
Obstetrics  in  the  Woman's  Medical  College  ;  Gynecologist  to  St.  Mary's 
Hospital.    722  Laurel  Street,  Cincinnati,  Ohio. 

Founder. — Werder,  Xavier  Oswald,  M.D.  Professor  of  Gyne- 
cology at  the  Western  Pennsylvania  Medical  College  (Medical  Depart- 
ment, University  of  Western  Pennsylvania) ;  Consulting  Gynecologist 
at  the  Allegheny  General  Hospital ;  Gynecologist  to  the  Mercy  Hos- 
pital and  Pittsburg  Free  Dispensary ;  Obstetrician  to  the  Roselia  Ma- 
ternity Hospital ;  Consulting  Gynecologist  to  St.  Francis's  Hospital ; 
Consulting  Surgeon  to  the  South  Side  Hospital.  Treasurer,  1888-'98. 
524  Penn  Avenue,  Pittsburg,  Pa. 

1896.  —Westmoreland,  Willis  Foreman,  M.D.  Professor  of 
Surgery  at  the  Atlanta  Medical  College.  Equitable  Building,  At- 
lanta, Ga. 

1895. — Wheaton,  Charles  Augustus,  M.D.  Professor  of  Clinical 
Surgery  in  the  University  of  Minnesota.  301  Summit  Avenue,  St. 
Paul,  Minn. 

1897.  — Whitbeck,  John  W.,  M.D.  Gynecologist  to  the  Eochester 
City  Hospital ;  Commissioner  of  the  Board  of  Health.  322  East  Ave- 
nue, Rochester,  N.  Y. 

1897  — Williams,  Henry  T.,  M.D.  Attending  Surgeon,  City  Hos- 
pital ;  Attending  Surgeon,  St.  Mary's  Hospital ;  Attending  Surgeon, 
Monroe  County  Penitentiary ;  Consulting  Surgeon  to  the  Home  for 
the  Friendless.    52  Clinton  Place,  Rochester,  N.  Y. 

Founder. — Wright,  Adam  Henry,  B.A.,  M.D.  Univ.  Toronto, 
M.R.C.S.  Eng.  Professor  of  Obsterics  in  the  University  of  Toronto  ; 
Obstetrician  and  Gynecologist  to  the  Toronto  General  Hospital  and 
Burnside  Lying-in  Hospital.  President,  1891.  30  Gerrard  Street, 
East,  Toronto,  Ont.,  Canada. 

Total,  one  hundred  aud  five  Ordinary  Fellows. 


MINUTES  OF  THE  PROCEEDINGS 

AT  THE 

TENTH  ANNUAL  MEETING 

OF  THE 

AMERICAN  ASSOCIATION 

OF 

OBSTETRICIANS  AND  GYNECOLOGISTS, 

HELD  IN  THE 

COLONIAL  PARLORS  OF  THE  CATARACT  HOUSE, 
Niagara  Falls,  N.  Y. , 
AUGUST  17,  18,  19,  and  20,  1897. 


TENTH  ANNUAL  MEETING. 


Niagara  Fall*,  N.  Y.,  Tuesday,  Wednesday,  Thursday,  and  Friday, 
August  17,  18,  19,  and  20,  1897. 


The  following-named  Fellows  were  present 

BALDWIN,  JAMES  F.  . 
BRANHAM,  JOSEPH  H. 
BLUME,  FREDERICK  . 
CARSTENS,  J.  HENRY 
CHASE,  WALTER  B.  . 
CUMSTON,  CHARLES  G. 
CUSHING,  ERNEST  W. 
DAVIS,  W.  E.  B.  . 
DORSETT,  WALTER  B. 
DOUGLAS,  RICHARD. 
DUFF,  JOHN  M.  . 
DUNN,  B.  SHERWOOD 
FREDERICK,  CARLTON  C 
GOLDSPOHN,  ALBERT 
HALL,  RUFUS  B. 
HAYD,  HERMAN  E.  . 
HOWELL,  STEPHEN  Y. 
HUGHES,  GEORGE  M. 
ILL,  EDWARD  J.  . 
INGRAHAM,  HENRY  D. 
LONGYEAR,  HOWARD  W. 
LOTHROP,  THOMAS  . 
MACDONALD,  WILLIS  G. 
McMURTRY,  LEWIS  S. 
MATHEWS,  JOSEPH  M. 
MAXWELL,  THOMAS  J. 
PECK,  GEORGE  S. 
POTTER,  WILLIAM  W. 
REED,  CHARLES  A.  L. 
RHETT,  ROBERT  B.,  Jr. 
ROSENWASSER,  M. 
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ROSS,  JAMES  F.  W   Toronto. 

SMITH,  CHARLES  N   Toledo. 

STOVER,  CHARLES   Amsterdam. 

VANDER  VEER,  A   Albany. 

WALKER,  EDWIN   Evansville. 

WENNING,  WILLIAM  H   Cincinnati. 

WERDER,  X.  O   Pittsburg. 

WHITBECK,  JOHN  F   Rochester. 

WILLIAMS,  HENRY  T   Rochester. 

WRIGHT,  ADAM  H   Toronto. 

Total,  forty-one  Fellows. 


Letters  or  messages  of  regret  were  received  from  the  following- 
named  Fellows : 

Honorary. — A.  Cordes,  W.  A.  Freund,  August  Martin,  Claudius  H. 
Mastin,  George  M.  Sternberg,  Lawson  Tait,  and  John  Williams. 

Ordinary. — David  Barrow,  A.  H.  Cordier,  Thomas  J.  Crofford, 
Clinton  Cushing,  John  B.  Deaver,  L.  H.  Dunning,  J.  D.  Griffith, 
Donnel  Hughes,  Benjamin  M.  Hypes,  George  Ben  Johnston,  John  A. 
Lyons,  AValter  P.  Manton,  A.  B.  Miller,  Robert  T.  Morris,  John  B. 
Murphy,  Joseph  Price,  George  H.  Rohe,  John  C.  Sexton,  William 
Wotkyns  Seymour,  William  H.  Taylor,  F.  D.  Thompson. 

Upon  recommendation  of  the  Executive  Council  the  followiug-named 
physicians  were  invited  to  participate  in  the  proceedings  as  members 
by  invitation : 

F.  W.  Maloney,  D.  G.  Hastings,  Seelye  W.  Little,  and  William  B. 
Jones,  Rochester ;  J.  H.  Burtenshaw,  New  York ;  Albert  T.  Lytle, 
Charles  E.  Congdon,  Jane  N.  Frear,  Mary  M.  Huntley,  Matthew  D. 
Mann,  A.  A.  Hubbell,  Ernest  Wende,  F.  T.  Jenkins,  M.  A.  Crockett, 
William  H.  Thornton,  Cora  Billings  Lattin,  Marion  Marsh,  and 
Walter  D.  Greene,  Buffalo  ;  Titus  Alexander,  F.  F.  Simpson  and  R.W- 
L.  Stewart,  Pittsburg ;  A.  Walter  Suiter,  Herkimer ;  H.  A.  Zimmer- 
man, Youngstown,  O.;  Henry  B.  Gwynn,  Baltimore ;  C.  R.  Reed, 
Middleport,  O.;  Charles  N.  Palmer  and  F.  J.  Baker,  Lockport; 
Susan  G.  Otis,  Auburn  ;  Whyte  Glendower  Owen,  White  Castle,  La.; 
E.  J.  Orvis,  Milwaukee ;  Chester  W.  Stranahan,  Erie,  Pa.;  John 
Hunter,  Toronto;  J.  G.  Thompson,  Angola,  N.  Y.;  W.  E.  McChes- 
ney,  Pekin,  N.  Y.;  James  McGarry  and  James  H.  McGarry,  Niagara 
Falls,  Out.;  F.  W.  Lapley,  Chicago ;  Henry  Lapp,  Clarence,  N.  Y.; 
William  J.  Falkner,  Youngstown,  N.  Y.;  and  W.  R.  Campbell, 
Charles  G.  Stivers,  Thomas  J.  McBlain,  C.  G.  Leo  Wolf,  James  H. 
Meehan,  J.  G.  Van  Pelt,  Fred  R.  McBrien,  0.  E.  McCarty,  W.  A. 
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Scott,  F.  Hall,  J.  A.  Lanigan,  M.  Talbot,  F.  Guillemont,  W.  P.  Rus- 
sell, G.  P.  McCartney,  and  A.  J.  Hixon,  members  of  the  Niagara 
Falls  Academy  of  Medicine,  and  H.  W.  Bright,  of  Niagara  Falls,  N.  Y. 

First  Day.  —  Tuesday,  August  11th. 

Morn  ing  Session. — The  Association  convened  in  the  Colonial  Parlors 
of  the  Cataract  House,  and  was  called  to  order  at  9.50  o'clock  by  the 
President,  Dr.  James  F.  W.  Ross,  of  Toronto. 

Dr.  William  R.  Campbell,  of  Niagara  Falls,  was  introduced,  and 
delivered  the  following 

ADDRESS  OF  WELCOME. 

Fellow  Physicians  :  In  behalf  of  the  members  of  the  Niagara 
Falls  Academy  of  Medicine,  I  bid  you  a  most  hearty  welcome  to  this 
city.  The  program  which  you  have  laid  out  for  yourselves  will  occupy 
your  attention  for  a  greater  portion  of  the  time  during  your  meeting, 
but  it  is  to  be  hoped  that  each  member  will  find  some  opportunity  to 
visit  the  many  points  of  interest  around  Niagara.  The  years  that  have 
passed  since  the  French  explorer,  Father  Hennepin,  after  treading  his 
way  through  the  dense  forest,  stood  upon  the  brink  of  the  gorge  and  gazed 
upon  a  scene  which  no  civilized  man  had  ever  seen  before,  have  wit- 
nessed many  changes  at  Niagara.  Then  the  forest  bordered  the  gorge 
on  either  side,  and  the  roar  of  the  great  cataract  was  the  only  sound 
which  disturbed  the  solitude  of  this  region.  Today  there  is  a  bustling 
city  on  the  one  side,  and  a  prosperous  village  on  the  other  side  of  the 
gorge,  and  the  roar  of  the  cataract  mingles  with  the  sounds  of  whistles 
and  engines  and  with  the  whirling  of  the  machinery  in  the  great  fac- 
tories that  have  been  erected.  But  no  changes  that  man  has  wrought 
have  robbed  or  ever  can  rob  the  great  cataract  of  its  majestic  grandeur. 

The  thoughtful  man  who  gazes  upon  it  for  the  first  time  today  feels 
the  same  sentiment  of  overpowering  awe  which  was  felt  by  Father 
Hennepin ;  and  he  who  has  looked  upon  it  a  number  of  times,  as  he 
gazes  again,  feels  its  majestic  beauty  grow  upon  him  as  the  painting  of 
a  great  artist  grows  upon  the  man  who  looks  upon  it  again  and  again. 
The  swift  rush  of  the  rapids  above  the  falls,  the  grand  plunge  into  the 
abyss  below,  and  the  resistless  rush  of  the  waters  through  the  lower 
gorge  are  each  so  sublime  and  beautiful  that  language  cannot  ade- 
quately describe  their  sublimity  and  beauty.  The  Falls  of  Niagara 
are  the  most  striking  expression  in  nature  of  overwhelming  power.  Of 
recent  years  the  ingenuity  of  man  has  found  means,  without  appreciably 
affecting  the  flow  of  water  over  the  falls,  of  utilizing  a  portion  of  the 
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power  of  the  river  for  doing  man's  work,  and  I  am  sure  you  will  each 
find  pleasure  and  profit  in  visiting  the  great  power-houses  where  a  frac- 
tion of  their  mighty  power  is  turning  huge  wheels  and  dynamos,  which 
in  turn  are  moving  the  machinery  in  large  factories.  The  members 
of  the  Niagara  Falls  Academy  of  Medicine  will,  so  far  as  our  profes- 
sional duties  permit,  take  pleasure  in  showing  you  the  wonders  of 
Niagara  and  the  truly  wonderful  works  of  man  in  utilizing  its  power. 

Each  one  of  you  will,  I  believe,  find  rest  for  the  body  and  brain 
alike  in  communing  with  nature  in  its  grand  aspects  as  shown  in  the 
Niagara  gorge,  and  you  will  find  food  for  thought  in  studying  the 
power  and  electrical  plants  which  are  fast  transforming  this  city  into 
a  great  manufacturing  centre. 

Trusting  that  your  stay  here  will  be  both  pleasant  and  profitable,  I 
once  more  bid  you  a  hearty  welcome.  (Applause.) 

response  by  the  president. 

Dr.  Campbell  and  Members  of  the  Niagara  Falls  Academy 
of  Medicine  :  I  beg  to  thank  you,  on  behalf  of  the  American  Asso- 
ciation of  Obstetricians  and  Gynecologists,  for  the  kindly  interest  you 
have  taken  in  our  meeting.  We  have  this  year  made  a  departure, 
owing  to  the  fact  that  we  are  meeting  away  from  the  large  centres, 
and  we  trust  that  the  meeting  will  be  profitable  and  interesting  to  all 
of  us. 

Dr.  Campbell,  in  his  remarks  regarding  Niagara,  has  so  well  por- 
trayed the  grandeur  of  nature  that  it  is  unnecessary  for  me  to  add 
anything  to  his  eloquent  words  on  that  subject.  The  modern  Hia- 
watha, instead  of  dreamily  gazing  ,upon  the  laughing  waters  of  the 
Minnehaha,  is  nowadays  engaged  in  harnessing  the  waters  of  this 
enormous  cataract,  draining  much  of  the  inland  seas,  which,  going  on 
further  down  to  the  ocean,  points  a  simile  to  us  in  our  work.  The 
work  of  this  Association  is  that  of  specialists  who  are  endeavoring  to 
disseminate  a  knowledge  of  abdominal  surgery,  of  obstetrics  and  gyne- 
cology, to  members  of  the  profession  in  all  quarters  of  the  globe,  and 
as  we  hear  the  bubbling  waters  of  this  great  cataract,  I  hope  in  this 
meeting  there  will  be  some  bubbles  of  intellectual  strife  that  will  carry 
with  them  knowledge  and  information  to  members  of  the  profession 
far  away  from  this  point  of  meeting.  It  is  not  only  here  that  the 
waters  have  been  harnessed  ;  I  am  told  that  they  are  again  harnessed 
lower  down,  and  that  with  the  Lachine  Rapids  at  Montreal  they  are 
beginning  to  give  light,  heat,  and  motive  power  to  the  people  of  that 
district.    They  do  not  seem  to  lose  in  power  as  they  go  on,  and  I  trust 
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that  the  work  of  this  Association  as  it  goes  out  to  the  profession  will, 
instead  of  losing  its  power,  gain  force  and  strength.  It  has  been  a 
power  in  the  past  in  moulding  thought  in  connection  with  the  branches 
with  which  we  deal,  and  I  trust  it  may  still  be  a  power  in  moulding 
the  thought  of  the  future.  The  Fellows  of  the  Association  will  no 
doubt  avail  themselves  of  the  opportunities  afforded  through  the  kind- 
ness of  the  local  profession,  and  I  trust  that  as  many  of  the  local  pro- 
fession as  can  conveniently  do  so  will  be  present  at  our  meetings. 

Again,  thanking  you  for  your  kind  interest  in  the  Association,  I 
yield  to  the  next  order  of  business.    (Applause. ) 

Papers  were  then  read  as  follows  : 

1.  "  The  Principles  of  Treatment  in  Puerperal  Eclampsia,"  by  Dr. 
William  Warren  Potter,  of  Buffalo. 

The  discussion  on  this  paper  was  opened  by  Dr.  Duff,  and  continued 
by  Drs.  Chase,  Wenning,  Stover,  Ross,  Longyear,  Hall,  and  closed 
by  the  essayist. 

2.  "  Puerperal  Diphtheria,"  by  Dr.  H.  W.  Longyear,  of  Detroit. 

3.  "The  Source  of  Puerperal  Sepsis,"  by  Dr.  John  M.  Duff,  of 
Pittsburg. 

Discussed  together  by  Drs.  Goldspohn,  McMurtry,  Cumston,  Bald- 
win, Potter,  Wright,  Walker,  Ross,  Vander  Veer,  Longyear,  and 
closed  by  Dr.  Duff. 

On  motion,  the  Association  took  a  recess  until  3  p.m. 

Afternoon,  Session,  3  o'clock. 
The  President  in  the  Chair. 

4.  "  Toxemia  of  Pregnancy,"  by  Dr.  Adam  H.  Wright,  of  Toronto. 
Discussed  by  Drs.  Duff,  Maxwell,  Longyear. 

5.  "  Treatment  of  Puerperal  Endometritis  by  the  Carossa  Method," 
by  Dr.  Edward  J.  Ill,  of  Newark,  K  J. 

This  paper  was  discussed  by  Dr.  Goldspohn,  and  in  closing  by  the 
essayist. 

6.  "  Some  of  the  Sequela?  following  Supravaginal  Hysterectomy," 
by  Dr.  Rufus  B.  Hall,  of  Cincinnati. 

7.  "  The  Sequelae  of  Dead  Ligatures  and  Sutures,"  by  Dr.  George 
M.  Hughes,  of  Philadelphia. 

These  two  papers  were  discussed  jointly.  The  discussion  was  opened 
by  Dr.  Gushing,  continued  by  Drs.  Longyear,  Goldspohn,  Hayd, 
Chase,  McMurtry,  Whitbeck,  Crockett,  Baldwin,  Vander  Veer, 
Ross,  and  closed  by  the  essayists. 

On  motion,  the  Association  took  a  recess  until  9.30  a.m.,  Wednesday. 
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Second  Day. — Wednesday,  August  18th. 
Morning  Session,  9.30  o'clock. — The  President  in  the  Chair. 

8.  "  Post-cliraacteric  Conditions  Simulating  Advanced  Uterine  Can. 
cer,"  by  Dr.  M.  Rosenwasser,  of  Cleveland. 

Discussed  by  Drs.  Chase,  Duff,  Hall,  Carstens,  dishing,  Smith, 
Baldwin,  C.  R.  Reed  (by  invitation),  Longyear,  Goldspohn,  Branham, 
Cumston,  and  closed  by  the  essayist. 

The  Secretary  read  a  letter  from  the  Cataract  Construction  Company, 
inviting  the  Association  and  its  guests  to  visit  the  power-houses  at 
Niagara  Falls,  which,  on  motion,  was  accepted  with  thanks. 

9.  "Certain  Cysts  of  the  Abdominal  Wall,"  by  Dr.  Richard  Doug- 
las, of  Nashville,  Tenn. 

Discussed  by  Drs.  Vander  Veer,  111,  Reed,  McMurtry,  Macdonald, 
Cushing,  and,  in  closing,  by  Dr.  Douglas. 

10.  "  Conservation  of  the  Ovary,"  by  Dr.  B.  Sherwood  Dunn,  of 
Los  Angeles,  Cal. 

The  discussion  was  opened  by  Dr.  M.  D.  Mann  (by  invitation),  and 
continued  by  Drs.  Hall,  Carstens,  Reed,  McMurtry,  Vander  Veer, 
after  which  a  motion  was  made  and  carried  that  the  further  discus- 
sion of  this  paper  be  postponed  until  8  p.m.,  and  that  the  President 
now  proceed  to  deliver  his  address. 

In  the  absence  of  the  Vice-Presidents,  Dr.  Vander  Veer  was  called 
to  the  Chair.    President  Ross  then  delivered  his  Annual  Address. 

On  motion,  the  Association  took  a  recess  until  8  p.m. 

Evening  Session,  8  o'clock. 
The  President  in  the  Chair. 

The  discussion  of  Dr.  Dunn's  paper  was  then  resumed  by  Drs.  Walker, 
Goldspohn,  Duff,  Cushing,  C.  R.  Reed  (by  invitation),  Vander  Veer, 
Reed,  Macdonald,  Maxwell,  Ross,  Davis,  and  closed  by  Dr.  Dunn. 

11.  "  Recent  Experiences  with  Ventrofixation,"  by  Dr.  Herman  E. 
Hayd,  of  Buffalo. 

On  motion,  the  discussion  on  this  paper  was  postponed  until  the  next 
day,  when  a  paper  by  Dr.  Frederick  would  be  read  on  a  similar  sub- 
ject, the  two  papers  to  be  discussed  together. 

On  motion,  the  Association  took  a  recess  until  9.30  a.m.,  Thursday. 

Third  Day. —  Thursday,  August  19th. 

Morning  Session,  9.30  o'clock. — The  President  in  the  Chair. 

12.  "Technique  of  the  Dry  Method,"  by  Dr.  Edwin  Walker,  of 
Evansville,  Ind. 
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The  discussion  was  opened  by  Dr.  Joseph  M.  Mathews  (Honorary 
Fellow),  and  continued  by  Drs.  Longyear,  Baldwin,  Maxwell,  Gold- 
spohn,  and  closed  by  the  essayist. 

13.  "Surgical  Shock  and  Hemorrhage,  with  Reference  to  Preven- 
tion and  Treatment,"  by  Dr.  Walter  B.  Chase,  of  Brooklyn. 

Discussed  by  Drs.  Dorsett,  Cumston,  Carstens,  Longyear,  Rosen- 
wasser,  Smith,  Maxwell,  and,  in  closing,  by  the  essayist. 

14.  "  Placenta  Previa,  with  Especial  Reference  to  Treatment,"  by 
Dr.  W.  H.  Wenning,  of  Cincinnati. 

Discussed  by  Drs.  Goldspohn,  Dorsett,  and  the  discussion  closed  by 
Dr.  Wenning. 

15.  "  Complete  Hysterectomy  After  Injury  During  Parturition  and 
Cesarean  Section,  with  Report  of  Cases,"  by  Dr.  Joseph  H.  Branham, 
of  Baltimore. 

Discussed  by  Drs.  Hall,  Blume,  C.  N.  Palmer  (by  invitation),  and 
closed  by  the  essayist. 

16.  ' '  Touic  and  Spasmodic  Intestinal  Contractions,  with  Report  of 
Cases,"  by  Dr.  X.  0.  Werder  of  Pittsburg. 

17.  "  Dynamic  Ileus  Following  Operations  Involving  the  Abdom- 
inal Cavity,  with  Remarks  on  Adynamic  Ileus,"  by  Dr.  Frederick 
Blume,  of  Allegheny,  Pa. 

These  papers  were  discussed  together.  The  discussion  was  opened  by 
Dr.  Cushing,  continued  by  Dr.  Rosenwasser,  and  closed  by  the  essayists. 

18.  "  Administration  of  Phosphate  of  Strychnia  During  Gesta- 
tion," by  Dr.  Walter  B.  Dorsett,  of  St.  Louis,  Mo. 

Discussed  by  Dr.  Duff,  and,  in  closing,  by  the  essayist. 

19.  "  The  Fate  of  Ovaries  in  Connection  with  Retroversion  and 
Retroflexion  of  the  Uterus,"  by  Dr.  Albert  Goldspohn,  of  Chicago. 

20.  "Which  is  the  Preferable  Operative  Method  of  Holding  the 
Uterus  in  Position  ?  "  by  Dr.  C.  C.  Frederick,  of  Buffalo. 

The  discussion  on  this  paper  and  that  of  Dr.  Hayd,  read  yesterday, 
was  opened  by  Dr.  Reed,  and  continued  by  Drs.  Carstens,  Macdonald, 
Hall,  Dorsett,  Werder,  Branham,  Goldspohn,  F.  J.  Baker  (by  invi- 
tation), Baldwin,  Rosenwasser,  and  closed  by  Dr.  Frederick. 

On  motion,  the  Association  took  a  recess  until  3  p.m. 

Afternoon  Session,  3  o'clock. 
The  President  in  the  Chair. 

This  session  was  devoted  largely  to  the  exhibition  of  pathologic 
specimens,  with  histories  and  photographs  of  the  same.  Specimens 
were  exhibited  by  Drs.  Macdonald,  Hughes,  McMurtry,  Chase,  Rosen- 
wasser, Smith,  Ross,  Dorsett,  and  Vander  Veer. 
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On  motion,  the  Association  took  a  recess  until  9.30  a.m.,  Friday, 
August  20th. 

Fourth  Day. — Friday,  August  20th. 

Morning  Session,  9.30  o'clock. — The  President  in  the  Chair. 

21.  "Senile  Irritahle  Uterus,"  by  Dr.  Thomas  J.  Maxwell,  of 
Keokuk,  Iowa. 

Dr.  J.  Heury  Carstens,  of  Detroit,  offered  the  following 

Amendment  to  By-Laws. 

By-Law  VI.  After  "  any  paper  before  the  Association,"  add 
"  and  no  member  shall  speak  more  than  once,  nor  longer  than  five 
minutes  on  any  one  question,  except  by  unanimous  consent."  (To  lie 
over  a  year.) 

22.  "  Fifty  Cases  Illustrating  Personal  Experience  with  Medical 
and  Surgical  Treatment  of  Appendicitis,"  by  Dr.  George  S.  Peck,  of 
Youngstown,  Ohio. 

23.  "  The  Operation  itself  in  Appendicitis,"  by  Dr.  Lewis  S.  Mc- 
Murtry,  of  Louisville,  Ky. 

The  discussion  was  opened  by  Dr.  Carstens,  continued  by  Drs. 
Smith,  Hall,  Davis,  Dunn,  Walker,  Ross,  Duff,  Cumston,  Dorsett5 
Goldspohn,  and  closed  by  the  essayists. 

The  following  papers  were  read  by  title  and  ordered  printed  in  the 
Transactions. 

1.  "Two  Cases  of  Intestinal  Obstruction  ;  Operation  and  Recovery," 
by  Dr.  William  Wotkyns  Seymour,  of  Troy. 

2.  "  Post-operative  Lesions  and  Sequel*  ;  their  Extent,  Character, 
and  How  to  Deal  with  Them,"  by  Dr.  Joseph  Price,  of  Philadelphia. 

3.  "  Pelvic  Inflammation  ;  its  Causes  and  Relations,"  by  Dr.  A.  P. 
Clarke,  of  Cambridge. 

4.  5.  "  Incubation,  and  Imperforate  Anus,"  by  Dr.  John  A.  Lyons, 
of  Chicago. 

6.  "  A  Case  of  Porro  Operation  ;  Recovery  of  Mother  and  Child," 
by  Dr.  David  Barrow,  of  Lexington. 

7.  "  Appendicitis  in  Relation  to  Diseases  of  the  Uterine  Adnexse 
and  Pregnancy,"  by  Dr.  John  B.  Deaver,  of  Philadelphia. 

8.  "  In  Memoriam,  Mr.  J.  Greig  Smith,"  by  Dr.  L.  S.  McMurtry, 
of  Louisville. 

9.  "  In  Memoriam,  Dr.  Traill  Green,"  by  Dr.  William  Warren 
Potter,  of  Buffalo. 
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As  the  hour  for  adjournment  was  approaching,  the  President  ap- 
pointed Drs.  Duff  and  Smith  to  escort  the  President-elect  to  the  Chair. 

President  Ross,  in  introducing  Dr.  Reed,  said  :  It  affords  me  great 
pleasure  to  present  to  you  your  newly-elected  President,  Dr.  Reed.  I 
can  assure  you  the  business  of  the  Association  will  be  carefully  looked 
after  during  his  administration,  and  I  trust  that  he  may  have  a  suc- 
cessful year  of  office.  (Applause.) 

Dr.  Reed  was  warmly  greeted,  and  said  :  Fellows  of  the  Association  : 
I  am  extremely  thankful  to  you  for  this  distinction.  This  Associa- 
tion has  been  my  cherished  object  since  the  day  of  its  organization, 
and  it  has  been  with  no  little  sentiment  of  satisfaction  that  I  have 
watched  the  little  coterie  of  this  organization  at  Buffalo,  and  observed 
its  growth  up  to  the  present  time,  when  we  have  met  under  the  most 
auspicious  circumstances.  The  succeeding  year  is  an  important  one> 
not  but  that  all  of  the  years  of  this  organization  have  been  important' 
but  just  now  we  have  reached  almost  the  limit  of  its  membership.  We 
are  beginning  to  feel  that  those  problems  which  come  properly  within 
the  purview  of  this  Association  have  been  very  largely  settled  and  rend- 
ered res  judicata.  When  we  realize  all  of  that,  we  have  a  little  ten- 
dency to  relax  our  vigilance  and  to  relinquish  our  energies.  The  time 
has  not  come  for  us  to  pass  from  labor  to  refreshment ;  we  are  still 
laborers  in  the  vineyard,  and  it  is  eminently  important  that  during  the 
next  meeting  we  shall  with  redoubled  energy  bring  here  to  our  common 
council  the  fruits  of  our  next  twelve  months  of  experience,  of  study* 
and  of  reflection.    Gentlemen,  I  await  your  pleasure.  (Applause.) 

The  Secretary :  I  am  instructed  by  the  Executive  Council  to  pre- 
sent for  the  action  of  the  Association  a  preamble  and  resolutions,  as 
follows : 

The  following  resolutions  are  offered  as  a  courteous  recognition  of 
hospitality  and  attention  to  the  interests  and  comfort  of  the  Associa- 
tion during  its  tenth  annual  meeting. 

1.  The  thanks  of  the  Association  are  unanimously  tendered  to  the 
Niagara  Falls  Academy  of  Medicine  for  personal  attention  on  the  part 
of  the  members  ;  for  reduced  rates  obtained  of  the  Gorge  and  Canadian 
Railways,  and  for  many  other  courtesies  that  have  tended  to  render  our 
visit  to  the  City  of  the  Cataract  pleasant  and  profitable. 

2.  To  the  Niagara  Falls  Power  Company  for  the  privilege  of  a  special 
visit  to  and  an  inspection  of  its  wonderful  plant  for  the  generation  of 
electric  power. 

3.  To  the  Gorge  Route  and  Canadian  Electric  Railways  for  reduced 
rates  and  facilities  for  visiting  the  points  of  interest  on  both  sides  of 
the  Niagara  River. 
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4.  To  the  Niagara  Falls  Quartette  and  Mr.  John  Broughton  for 
excellent  vocal  music  at  our  annual  dinner. 

5.  To  the  press  for  daily  notices  and  reports  of  the  meeting. 

6.  Finally,  to  the  management  of  the  Cataract  House  for  special 
rates  and  multifarious  courtesies,  rendering  our  visit  both  pleasant  and 
comfortable. 

On  motion,  the  resolutions  were  unanimously  adopted. 

On  motion  of  Dr.  Walker,  a  vote  of  thanks  was  extended  to  the 
retiring  President  for  his  faithfulness  and  universal  fairness  in  his 
decisions. 

On  motion  of  Dr.  Rosenwasser,  a  vote  of  thanks  was  also  extended 
to  the  Secretary  for  the  efficient  and  untiring  manner  in  which  he 
had  made  and  carried  out  arrangements  for  the  meeting. 

Dr.  Ross :  Fellows  of  the  Association :  This  is  a  moment  that 
calls  forth  a  sad  feeling.  When  a  man  has  passed  to  the  Chair  he  is 
getting  old ;  he  has  received  the  highest  honor  in  your  gift,  and  he  is 
to  be  relegated  to  the  back  benches.  If  there  were  any  imperfections 
in  my  administration,  it  was  simply  your  own  fault  in  having  selected 
me  for  this  position.  I  am  neither  a  business  man  nor  a  legislator, 
but  simply  an  everyday  doctor.  I  thank  the  Fellows  for  their  assist- 
ance in  preparing  and  presenting  such  excellent  papers  as  have  been 
read  at  this  meeting  and  which  have  contributed  so  much  toward  mak- 
ing it  a  success,  and  bespeak  for  my  successor  a  full  attendance  at 
Pittsburg. 

On  motion,  the  Association  then  adjourned  to  meet  at  Pittsburg,  Pa., 
September  20,  21,  and  22,  1898. 

WILLIAM  WARREN  POTTER. 

Secretary. 

Executive  Sessions. 
Tuesday,  August  17, 1897. 

The  President,  Dr.  James  F.  W.  Ross,  in  the  Chair. 

The  Secretary,  on  behalf  of  the  Executive  Council,  presented  a  list 
containing  the  names  of  candidates  for  Fellowship.  The  Association 
then  elected  by  ballot  the  following-named  candidates : 

Dr.  Charles  Greene  Cumston,  Boston ;  Dr.  Henry  D.  Ingraham, 
Buffalo,  N.  Y. ;  Dr.  John  W.  Whitbeck,  Rochester,  N.  Y. ;  Dr. 
Henry  T.  Williams,  Rochester,  N.  Y.;  Dr.  David  J.  Minchen,  Berlin, 
Ontario ;  Dr.  William  R.  Nichols,  Markham,  Ontario ;  Dr.  John  R. 
Dale,  Arkadelphia,  Ark. 
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Honorary  Member — Dr.  Joseph  M.  Mathews,  of  Louisville,  Ky. 

The  Treasurer's  report  was  presented,  showing  a  balance  on  hand 
of  $115.84.  The  Secretary  also  reported  the  accounts  and  vouchers 
with  reference  to  the  contingent  expenses  for  the  fiscal  year. 

On  motion,  the  President  appointed  as  an  Auditing  Committee  Drs. 
Rosenwasser  and  Stover. 

The  Auditing  Committee  subsequently  reported  that  the  accounts 
and  vouchers  of  the  Secretary  and  Treasurer  had  been  carefully  ex- 
amined and  found  correct. 

Thursday,  August  19,  1897. 

The  Executive  Session  was  called  to  order  by  the  President  at  5  p.m. 

The  first  thing  to  come  before  the  Association  for  consideration  was 
the  amendment  to  the  Constitution  proposed  by  Dr.  Macdonald  last 
year  in  accordance  with  the  provisions  of  Article  VIII. :  ' '  That  the 
word  nine  be  substituted  for  the  word  five  in  the  first  paragraph  of 
Article  VI.,  said  paragraph  to  read  in  amended  form,  "  The  Officers  of 
this  Association  shall  be  a  President,  two  Vice-Presidents,  a  Secretary, 
a  Treasurer,  and  nine  Executive  Councillors." 

The  President  said  that,  after  carefully  considering  the  matter,  he 
had  come  to  the  conclusion  that  this  amendment  had  not  been  pre- 
sented in  accordance  with  the  copy  of  the  Constitution  as  printed  in 
Volume  IX.  of  the  Transactions  for  1896. 

Dr.  Macdonald  said  that  the  amendment  presented  by  him  at  the 
Richmond  meeting  last  year  was  offered  in  accordance  with  the  Con- 
stitution, as  published  in  Volume  VIII.  of  the  Transactions  before  him, 
after  consultation  with  a  number  of  Fellows,  who  thought  that  this 
was  the  Constitution  under  which  the  Association  was  working. 

After  further  discussion,  participated  in  by  Drs.  Dunn,  Ross,  Potter, 
McMurtry,  Macdonald,  Hall*  Walker,  Goldspohn,  Baldwin,  and  Car- 
stens,  it  was  decided  that  the  Association  was  conducting  its  business 
according  to  the  printed  Constitution  in  Volume  VIII.  of  the  Trans- 
actions for  1895,  and  that  in  the  future  it  be  so  considered  the  Consti- 
tution of  the  Association. 

This  point  being  definitely  settled,  Dr.  Macdonald  then  moved  to 
table  his  amendment  to  the  Constitution,  which  was  carried. 

The  report  of  the  Executive  Council  was  then  called  for  and  it  was 
read  by  Dr.  W.  E.  B.  Davis,  as  follows : 

For  officers  for  the  ensuing  year,  the  Council  recommends  for  Presi- 
dent Dr.  Charles  A.  L.  Reed,  of  Cincinnati,  Ohio ;  First  Vice-Presi- 
dent, Dr.  Richard  Douglas,  of  Nashville,  Teun. ;  Second  Vice-President, 
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Dr.  "Walter  B.  Dorsett,  of  St.  Louis,  Mo.  ;  Secretary,  Dr.  William 
Warren  Potter,  of  Buffalo,  N.  Y. ;  and  Treasurer,  Dr.  X.  O.  Werder, 
of  Pittsburg,  Pa.  Executive  Council,  Drs.  A.  Vander  Veer,  J.  Henry 
Carstens,  W.  E.  B.  Davis,  Lewis  S.  McMurtry,  and  John  M.  Duff. 

The  various  gentlemen  recommended  by  the  Council  were  ballotted 
for  and  were  declared  duly  elected. 

Pittsburg  was  selected  as  the  next  place  of  meeting.  Time,  Sep- 
tember 20,  21,  and  22,  1898. 

Dr.  M.  Rosenwasser,  of  Cleveland,  proposed  the  following  amend- 
ment to  Article  VI.  of  the  Constitution  : 

In  the  first  paragraph  strike  out  five  and  substitute  six.  In  the  third 
paragraph,  after  the  first  word  the,  insert  the  word  first  five. 

After  the  third  paragraph,  insert  the  following : 

"At  the  election  next  succeeding  the  adoption  of  these  laws,  the  full 
number  of  Executive  Councillors  shall  be  elected  ■  two  for  a  term  of  three 
years,  two  for  a  term  of  two  years,  and  two  for  a  term  of  one  year. 

"At  every  subsequent  election  two  Councillors  shall  be  elected  for 
a  term  of  three  years,  and  shall  continue  in  office  until  their  successors 
shall  have  been  elected  and  shall  have  qualified." 

There  being  no  further  business,  the  Executive  Session  adjourned. 


WILLIAM  WARREN  POTTER, 

Secretary. 
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PRESIDENT'S  ADDRESS. 


SURGERY  AND  FACTS. 
By  JAMES  F.  W.  KOSS,  M.D., 


Allow  me  to  thank  you  for  the  very  great  honor  you  have 
done  me  by  electing  me  to  preside  over  this  Association  at  its  tenth 
annual  meeting.  To  me  the  associations  of  these  years  have  been 
among  some  of  the  most  pleasant  of  my  life.  Many  changes  have 
occurred  in  our  ranks  as  a  consequence  of  death  and  resignation, 
but  changes  must  occur  in  every  association.  We  have  been  sorry 
to  lose  Fellows  by  resignation,  and  we  mourn  over  those  who  have 
been  removed  by  death.  New  life  has  been  imparted  to  our  ranks 
by  the  introduction  of  new  material.  I  am  sure  that  we  all  wish 
these  younger  Fellows  every  success  as  they  struggle  up  the  ladder 
of  science,  and  we  trust  that  they  may  climb  higher  than  those  who 
have  gone  before  them,  that  they  may  achieve  greater  things  than 
their  predecessors.  The  young  should  be  encouraged  and  guided 
by  their  seniors.  All  of  us  must  have  some  pleasant  reflections  as 
we  look  back  upon  the  action  of  some  one  of  the  older  men  in  our 
profession.  We  may,  perhaps,  have  some  uupleasant  reflections, 
because,  unfortunately,  some  of  the  older  men  are  unable  to  tol- 
erate the  advance  of  the  youths  among  us. 

It  ought  to  be  pleasant  for  any  of  us,  when  our  bauds  shake 
with  age  and  our  eyes  are  dimmed  as  a  consequence  of  senile 
changes,  to  be  able  to  point  to  one  of  the  younger  men  and  say  : 
"This  is  one  of  my  pupils.  See  what  he  has  done.  He  is  a 
credit  to  all  who  have  been  connected  with  him."  And  the  young 
men  should  never  fail  to  retain  a  certain  amount  of  fatherly  re- 
spect and  reverence  for  those  to  whom  they  owe  so  much.  Opin- 
ions of  others  demand  respect ;  it  is  sometimes  difficult  to  under- 
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stand  their  meaning,  because  we  put  our  own  interpretation  upon 
that  meaning.  Unfortunately  for  us,  the  men  among  us,  the  men 
of  genius,  are  oftentimes  unpleasant  companions.  They  are  often- 
times bumptious  and  arrogant,  but  still  they  are  useful  members  of 
society,  and  must  be  tolerated  with  all  their  faults. 

Ten  years  have  passed  since  first  we  met.  Time  is  moving  ever 
onward ;  the  throb  of  the  human  heart  is  just  as  it  was  hundreds 
of  years  ago,  and  we  hear  the  same  cry  of  anguish  and  observe  the 
same  thrill  of  joy  as  were  observed  by  the  ancients.  To  the  family 
physician  are  intrusted  the  lives  of  the  people.  He  owes  his  ability 
to  fulfil  this  very  sacred  trust  to  his  teachers.  As  the  teacher 
moves  on  to  "  that  mysterious  realm  where  each  shall  have  his 
chamber  in  the  silent  halls  of  death,"  his  words  are  remembered 
and  his  writings  read.  All  that  he  says  should,  therefore,  be  said 
with  judgment;  when  he  writes  he  should  write  down  facts.  We 
are  all  of  us  teachers :  we  speak  and  we  write.  AVe  have  met 
again  to  compare  our  notes  of  another  year  of  work  and  observa- 
tion.    We,  as  teachers,  are  gathered  together  to  teach  one  another. 

For  ten  years  we  have  been  meeting  together.  Nine  records 
have  been  scattered  to  the  four  quarters  of  the  earth  to  guide  and 
to  teach  the  healers  and  to  assist  and  allevaite  the  suffering. 
These  books  are  the  milestones  of  our  progress,  and  they  have 
already  become  a  living  monument  of  the  thrift  and  labor,  order 
and  literary  attainments,  of  our  indefatigable  secretary,  Dr.  Potter. 
If  I  may  be  allowed  to  express  myself  in  modest  language,  I  may 
surely  say  that  our  work  has  been  creditable.  We  are  none  of  us 
seeking  personal  renown  or  mercenary  reward  from  the  work  that 
we  do  in  this  Association.  When  we  meet  we  are  like  pebbles  on 
the  ocean  beach,  washed  to  and  fro  by  the  turbulent  waves  of 
thought,  deprived  of  useless  particles  of  mould  and  seaweed,  bur- 
nished by  friendly  attrition  with  one  another,  and  when  the  surface 
is  highly  polished  each  is  shown  in  his  true  light  of  worth. 

Our  medical  literature  is  in  no  respect  different  from  general  lit- 
erature. In  general  literature  we  have  our  poets  and  our  prose 
writers.  Many  prose  writers  write  volumes  that  are  soon  forgotten, 
and  our  ablest  poets  in  the  whole  cycle  of  their  lives  are  only  able 
"  to  spin  one  or  two  sunbeams  into  gold." 

It  is  impossible  for  us  to  take  note  of  all  the  advance  of  modern 
science ;  much  is  written,  much  forgotten,  much  disappears  into 
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the  depths  of  the  unheeded  past.  Bat  progressive  thought  is 
moulded  ou  thought  that  has  gone  before,  and  our  present  utter- 
ances may  effect  a  perhaps  imperceptible  influence  in  moulding  the 
thought  of  the  future.  In  our  department  we  set  the  measures  of 
the  march ;  let  us  see  to  it,  then,  that  it  is  not  too  fast,  heedless, 
and  rushing,  like  a  mountain  torrent  bursting  from  all  control,  but 
that  it  pursues  a  calm  and  even  course  like  the  navigable  streams 
that  bear  the  commerce  of  the  busy  world.  Science  must  progress 
so  that  benefit  to  mankind  ensues. 

Some  facts  are  facts,  aud  some  facts  that  we  think  are  facts  are 
not  facts.  The  scientist  gives  forth  to  the  world  something  that 
he  claims  as  a  scientific  fact;  another  soon  disproves  the  assertion. 
But  the  very  discovery  of  the  fallacy  guides  scientific  thought  into 
other  channels,  and  we  are  brought  thereby  much  nearer  in  our 
approach  to  the  truth.  How  much  sometimes  depends  on  a  simple 
truth  !  One  of  the  best  examples  that  we  have  of  this  is  our 
knowledge  that  we  are  enabled  to  do  much  if  we  observe  the 
"  law  of  cleanliness"  in  its  strictest  sense.  It  should  be  a  simple 
law,  but  we  find  it  difficult  to  carry  it  out  in  all  the  preciseness  of 
detail  required. 

Asepticism  was  for  a  long  time  disguised  and  concealed  by  the 
mask  and  robes  of  antisepticism,  until  the  hand  of  science  robbed 
her  of  her  mask  and  tore  away  the  robes  and  left  her  standing  as  a 
naked  truth,  the  greatest  truism  of  the  nineteenth  century.  Lister  will 
be  looked  upon  as  one  of  the  greatest  men  of  the  nineteenth  century. 

In  other  avenues  of  thought  we  have  been  slothful.  There  are 
clouds  floating  about  us  that  we  cannot  penetrate,  and  depths  that 
we  cannot  fathom  with  all  our  boasted  wisdom.  As  in  the  days  of 
Hippocrates,  so  now,  tubercle,  cancer,  aud  sepsis  fill  the  tombs. 
We  know  that  tubercle  and  sepsis  are  due  to  germ  growth,  but  we 
are  unable  to  prevent  the  ravages  of  these  germs.  Of  cancer  we 
know  but  little  more  than  the  ancients.  We  know  what  it  looks 
like,  but  we  do  not  know  what  it  is.  Surgery  can  carry  us  no 
further  in  the  war  we  wage  against  these  three  dread  scourges,  and 
relief  must  come  from  some  other  quarter.  The  limit  to  which 
our  knowledge  may  attain  has  not  yet  been  defined,  but  it  must 
have  a  limit,  or  we  would  be  able  eventually  to  prolong  life  in- 
definitely. We  will  never  be  able  to  prevent  ultimate  death. 
This  is  the  one  cloud  that  hangs  over  us  that  we  can  never  dispel. 

Obst  Soc  4 
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Our  work  in  this  Association  is  confined  between  the  diaphragm, 
the  perineum,  and  the  abdominal  walls.  We  are  met  togefher  to 
cultivate  and  promote  a  11  knowledge  of  whatever  relates  to  ab- 
dominal surgery,  obstetrics,  and  gynecology."  You  will  be  called 
upon  during  the  session  to  express  your  views  and  to  critcise  or 
support  the  views  of  others.  We  do  not  wish  to  deal  with  ques- 
tions that  are  already  settled,  but  with  those  that  are  unsettled. 
Though  the  criticism  should  be  friendly,  I  trust  that  it  will  be 
severe;  no  rash  statements  should  be  allowed  to  go  from  this 
Association  unchallenged. 

I  would  like  for  a  few  moments  to  call  your  attention  to  some 
unsettled  questions.  First,  let  us  consider  the  question  of  perito- 
nitis. Are  we  able  to  do  more  to  save  the  lives  of  patients  suffer- 
ing from  peritonitis  in  its  acute  form  than  we  were  ten  years  ago? 
Are  we  not  but  little  better  off,  with  all  our  antiseptic  and  aseptic 
washes,  gauze- and  tube-drains,  and  purgatives?  I  am  satisfied 
that  surgery  cau  carry  us  no  further  when  battling  with  this  dis- 
ease. Something  else  must  come  to  our  assistance.  Perhaps  it 
may  come  through  serum  therapy  or  through  our  materia  medica  in 
the  form  of  an  antidote.  We  know  that  a  poison  is  formed,  that 
it  is  rapidly  absorbed  into  the  system  and  rapidly  re-formed.  We 
know  that  we  may  wash  it  out,  but  that  we  are  unable  to  prevent 
its  re-formation.  We  know  that  in  some  cases  we  are  able  to 
minimize  its  effect  by  using  the  two  drainways — namely,  the  drain- 
age-tube and  the  intestinal  canal.  But  in  spite  of  this  drainage 
large  numbers  die.  I  intend  to  try  direct  venous  infusion  of 
salines.  The  sulphate  of  magnesia  seems  to  produce  a  peculiar 
effect  in  some  of  these  cases.  We  know  that  ordinary  salt  is  a 
preservative  of  meat  and  other  albuminous  materials.  It  may  be 
that  absorption  of  these  salines  into  the  blood  may  act  as  a  harm- 
less antiseptic  and  may  destroy  the  ptomai'n  poison  present.  I 
am  speaking  now,  of  course,  of  the  peritonitis  that  we  are  unable 
to  prevent,  or  peritonitis  from  contamination  from  within.  When 
least  expected,  the  post-mortem  examination  will  frequently  reveal 
some  hidden  source  of  internal  contamination. 

I  operated  on  a  child  for  fecal  fistula  following  the  necrosis  of  a 
large  portion  of  the  ascending  colon.  The  opening  was  closed  with 
as  little  disturbance  of  the  parts  as  possible  and  the  abdominal  wall 
closed  over.    The  patient  did  not  do  well,  appeared  to  be  intensely 
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shocked,  and  died  within  thirty-six  hours.  The  wound  looked 
well,  all  fecal  discharge  had  ceased,  and  there  was  nothing  in  the 
outward  appearance  of  the  child  to  give  any  clue  to  the  cause  of 
this  shocked  condition  in  which  she  was  found.  The  post-mortem 
examination,  however,  revealed  the  fact  that  a  small  pus-pocket 
existed,  at  the  time  of  operation,  deep  down  between  the  mesentery 
of  the  colon  and  the  spine  on  the  right  side,  and  that  during  the 
separation  of  the  colon  from  its  surrounding  attachmeuts  a  few 
drops  of  this  pus  had  been  permitted  to  ooze  into  the  general  cavity 
of  the  peritoneum  unnoticed.  Sterilized  gauze  had  been  carefully 
packed  around  the  seat  of  the  operation  to  prevent  fecal  contamina- 
tion of  the  peritoneum.  This  extra  care  prevented  the  observation 
of  what  was  taking  place  deeper  down,  and  as  a  consequence  death 
resulted. 

I  give  this  as  but  one  instance  of  the  relief  of  conscience  that 
may  frequently  be  afforded  to  the  surgeon  by  a  post-mortem  ex- 
amination. He  is  relieved  from  the  charge  of  having  introduced 
the  poison  from  without. 

The  questions  of  operations  upon  the  appendix  and  the  diagnosis 
and  treatment  of  ectopic  gestation  have  been  fairly  well  settled. 
The  method  of  dealing  with  the  pedicle  in  ovariotomy  has  been 
settled,  except  for  the  fact  that  some  operators  prefer  silk,  while 
others  are  assured  of  the  safety  of  catgut.  Operations  upon  the 
gall-bladder  and  gall-ducts  have  been  performed  many  times  during 
the  past  ten  years,  and  they  are  now  well  recognized  as  proper  sur- 
gical procedures.  The  operations  of  nephrectomy  and  nephrotomy 
are  looked  upon  as  everyday  procedures  justified  by  the  consensus 
of  surgical  opinion.  Abdominal  hysterectomy  is  an  operation  that 
has  been  much  improved  and  simplified,  some  operators  being  still 
wedded  to  the  clamp,  while  others  prefer  some  of  the  other  methods. 
The  advisability  of  oophorectomy  for  some  fibroids  cannot  be 
doubted.  But  there  are  several  procedures  about  which  my  mind 
is  as  yet  in  an  unsettled  state.  There  are  two  operations  per- 
formed that  I  think  are  of  doubtful  value — namely,  the  fastening 
of  the  kiduey  to  the  side,  and  the  fastening  of  a  uterus  anywhere. 
I  consider  that  these  operations  have  been  recklessly  performed  and 
unnecessarily  done.  Whether  they  should  ever  be  performed  will 
be  decided  by  future  generations  if  not  by  the  present  one.  I 
have  satisfied  myself  of  the  fact  that  a  kidney  can  be  firmly  fixed 
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if  suppuration  is  produced,  but  I  do  not  believe  that  the  uterus 
can  be  permanently  fixed  unless  a  severe  grade  of  inflammation, 
that  may  be  dangerous  to  life,  is  produced.  By  fixing  the  uterus 
I  consider  that  the  physical  laws  of  nature  are  outraged.  The 
arguments  for  and  against  this  operation  will  be  presented  to  you 
later  by  Fellows  of  the  Association. 

Nephrorrhaphy  was  discussed  last  year,  but  to  my  mind  the 
discussion  was  not  a  satisfactory  one.  I  have  read  it  carefully. 
Regarding  the  advisability  of  removing  the  uterus  in  septic  diseases 
of  the  pelvis,  there  will  be  a  good  deal  said  about  this  subject. 
There  may  be  considerable  misunderstanding ;  the  advocates  of 
total  ablation  by  the  vaginal  route  have  not  expressed  themselves 
with  that  amount  of  clearness  that  could  have  been  desired.  They 
have  written  as  enthusiasts  write.  There  are  undoubtedly  cases  in 
which  the  uterus  may  be  riddled  with  abscesses,  but  such  cases  are 
rare.  That  the  uterus  has  been  unnecessarily  removed  in  many 
of  these  cases  will,  I  think,  be  the  common  verdict.  That  the 
vaginal  route  has  certain  advantages  cannot  be  denied  ;  this  route 
has  been  used  for  years  for  opening  pelvic  abscess,  suppurating 
ectopic  gestation,  ovarian  abscess  in  which  the  patients  have  been 
so  debilitated  by  prolonged  suppuration  that  they  are  unable  to 
withstand  the  shock  of  any  attempt  to  remove  the  diseased  mass 
through  the  anterior  abdominal  wall.  These  cul-de-sac  operations, 
however,  have  been  improved  as  a  consequence  of  the  attention 
that  has  been  drawn  to  them.  A  bold  operation  is  now  done  in 
place  of  the  timid  puncture  with  a  curved  trocar. 

Operations  to  which  more  thought  must  be  given  are  those  for 
intra-abdominal  and  intrapelvic  cancer.  When  peritoneal  cancer 
has  been  diagnosticated,  surely  exploratory  operation  is  uncalled 
for.  Exploratory  operation  should  become  less  and  less  frequent 
as  we  perfect  our  methods  of  diagnosis. 

Operations  for  other  forms  of  cancer  are  of  questionable  utility. 
Take,  for  instance,  resection  of  cancerous  intestine,  gastroenteros- 
tomy for  pyloric  cancer,  removal  of  the  uterus  for  uterine  cancer. 
Gastro-enterostomy  and  resection  of  intestine  are  poor  makeshifts. 
For  carcinoma  uteri,  vaginal  hysterectomy  is  the  only  operation 
that  should  be  contemplated ;  but  at  best  it  prolongs  life  but  for  a 
short  time. 

I  am  afraid  that  many  rash  statements  in  regard  to  the  after- 
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results  of  this  operation  have  gone  forth  to  the  profession  from 
many  assoeiatious.  I  have  frequently  performed  vaginal  hyster- 
ectomy for  cancer  of  the  cervix  uteri.  On  two  occasions  I  have 
removed  the  uterus  for  malignant  adenoma  confined  to  the  body, 
without  any  implication  of  more  than  the  mucous  and  a  small 
portion  of  the  muscular  coat,  without  any  appearance  of  implica- 
tion of  the  peritoneum,  and  in  each  case  the  disease  has  returned 
within  less  than  eighteen  months  after  the  original  operation. 

I  must  thank  you  for  the  patient  hearing  you  have  given  me, 
and  I  trust  that  in  the  meeting,  though  the  President's  address  is 
not  open  for  discussion,  the  questions  I  have  mentioned  will  be 
given  careful  consideration. 


PRINCIPLES  OF  TREATMENT  IN  PUERPERAL 
ECLAMPSIA. 


By  WILLIAM  WARREN  POTTER,  M.D., 

BUFFALO. 


At  the  Geneva  Congress  last  year  M.  Charpentier,  a  distin- 
guished Honorary  Fellow  of  this  Association  and  a  recognized 
authority  of  high  standing,  gave  utterance  to  views  regarding  the 
treatment  of  puerperal  eclampsia,  especially  as  to  the  applicability 
of  the  induction  of  premature  labor  for  its  relief,  so  at  variance 
with  those  that  I  have  been  accustomed  to  harbor,  aud  the  verity 
of  which,  having  so  frequently  tested,  I  have  not  doubted,  that  I 
confess  to  my  surprise  thereat.  Moreover,  I  have  been  somewhat 
amazed  that  M.  Charpentier's  opinions,  so  forcefully  announced  on 
the  occasion  referred  to,  have  been  allowed  to  pass  practically  un- 
challenged for  so  long  a  time. 

It  is  not  in  any  spirit  of  controversy  that  I  shall  venture  at  this 
time  to  oppose  M.  Charpentier's  teachings,  but  simply  in  the  in- 
terest of  professional  progress  and  science.  Let  me,  therefore, 
asseverate  at  the  outset  that  in  this  paper  I  am  giving  merely  my 
own  views,  briefly  set  forth,  no  matter  how  opposite  to  those  re- 
ferred to  they  may  seem,  nor  yet  how  devoid  of  novelty  or  barren 
of  suggestion  they  may  prove.  Howeversomuch  this  may  appear 
to  be  the  case,  they  are  yet  fortified  by  an  experience  and  observa- 
tion extending  over  a  period  of  many  years ;  moreover,  in  the  ap- 
plication of  the  principles  advocated  a  measure  of  success  has  been 
obtained  at  my  hands  that  did  not  present  itself  under  a  contrary 
method  previously  pursued. 

While  it  is  my  purpose  chiefly  to  discuss  principles  of  treatment, 
yet  in  order  to  do  so  intelligently  it  always  becomes  necessary  to 
inquire  into  etiology  and  pathology.     In  the  present  instance, 
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however,  only  such  brief  reference  to  each  will  be  giveu  as  will 
contribute  to  a  more  lucid  understanding  of  my  argument. 

In  the  beginning  it  may  be  pertinently  remarked  that  it  is  a 
matter  of  regret,  notwithstanding  the  frequent  discussion  of  this 
disease  in  societies  and  magazines,  that  we  are  still  in  doubt  as  to 
its  pathogenesis.  Nay,  more;  we  are  even  forced  to  deny  that  it 
is  a  pathologic  entity,  and  to  affirm  that  it  is  but  a  group  of  symp- 
toms which  has  been  named  eclampsia  for  the  sake  of  convenience 
or  for  the  want  of  a  better  term.  We  are  prepared  to  further 
assert,  as  a  result  of  progress  already  made,  that  it  is  not  of  hyster- 
ical, epileptic,  or  apoplectic  origin — i,  e.,  it  is  not  produced  in  the 
human  economy  except  in  the  pregnant  or  puerperal  state.. 

Let  us,  too,  go  a  little  further  and  see  if  we  cannot  agree  that 
the  convulsions  are  reflexes  excited  by  cerebro-spinal  or  medul- 
lary irritation  of  toxemic  origin — a  toxemia  peculiar  to  pregnancy, 
that  has  no  parallel  except  during  gestation.  I  wish  it  were  pos- 
sible for  us  to  go  still  further  and  formulate  the  precise  nature 
and  fix  definitely  the  source  of  the  toxins  that  play  such  havoc 
with  a  goodly  number  of  pregnant  women. 

In  searching  for  the  causes  of  eclampsia  the  kidney  has  always 
been  regarded  with  extreme  suspicion  by  most  physicians  of  ex- 
perience. It  is  the  duty  of  the  kidneys  to  eliminate  toxins,  and 
if  these  organs  fail  in  their  office  unmistakable  symptoms  may  be 
promptly  presented  in  the  pregnant  woman.  These  prodromes 
are  manifested  in  various  ways,  the  leading  or  most  pronounced 
being  headache,  puffiuess  of  the  eyelids,  local  and  general  edema, 
scanty  and  albuminous  urine.  Renal  insufficiency,  either  in 
quantity  or  quality,  or  both,  is  an  almost  universal  accompani- 
ment of  the  pre-eclamptic  state.  Indeed,  anuria  is  often  a  fore- 
runner of  the  fits.  But  the  kidney  is  only  a  servant — in  the  ma- 
jority of  instances,  too  healthy  in  itself — but  performing  its  duties 
in  a  faulty  manner.  It  has  perhaps  been  asked  to  perform  exces- 
sive labor  because  of  an  over-production  of  toxic  material ;  again, 
by  reason  of  mechanical  pressure  on  its  emulgent  veins,  it  finds 
itself  embarrassed  in  its  work;  or,  finally,  it  may  be  the  seat  of 
parenchymatous  change.  In  any  event  the  kidney  plays  an  im- 
portant part  in  the  economy  of  the  eclamptic;  it  is  a  sentinel 
stationed  at  an  important  gateway  which  must  challenge  every 
toxic  element  that  approaches,  and  eliminate  it  with  promptitude. 
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In  case  of  over-production  of  toxins  and  under-elimination  by 
the  kidney  the  road  is  a  short  one  to  an  eclamptic  seizure.  The 
degree  of  intoxication  regulates  the  severity  of  the  attack,  while 
the  nature  of  the  soil  in  which  the  toxic  elements  are  sown  governs 
the  quality  of  the  seizure.  Some  women  are  easily  influenced  by 
the  eclamptic  toxins,  while  others  resist  them  to  the  last  extremity. 
In  this  latter  class  prodromata  are  frequently  noted  and  eclampsia 
is  prognosticated;  but  it  rarely  comes,  or  if  it  does  it  is  more 
readily  overcome  by  appropriate  measures.  I  wish  it  were  possi- 
ble in  the  present  state  of  our  knowledge  to  fix  or  differentiate 
precisely  what  these  mysterious  toxins  are.  If  their  source  even 
were  better  understood  we  might  do  more  efficient  work  in  their 
elimination.  It  is  probable,  in  my  view,  that  they  come  in  large 
groups  from  the  intestinal  tract,  either  the  result  of  putrefaction  or 
waste ;  that  they  enter  the  blood  in  excess  of  what  the  kidneys  aud 
other  emunctories  can  eliminate,  finally  causing  eclampsia  in  those 
women  whose  systems  are  easily  wrought  upon  by  this  group  of 
phenomena. 

It  is  a  well-known  fact,  and  one,  moreover,  not  to  be  lost  sight 
of  in  this  relation,  that  pregnancy  causes  a  modification  of  woman's 
economy  often  to  an  extreme  degree.  It  exaggerates  her  nervous 
force  and  diminishes  her  resisting  powers ;  it  perverts  her  mental 
stamina  and  lessens  her  physical  energy.  The  functions  of  organs 
whose  province  is  especially  to  eliminate  toxins,  and  so  preserve 
health,  are  now  so  disturbed  as  to  prevent  the  exercise  of  their 
offices  to  their  full  extent,  hence  she  easily  falls  a  prey  to  toxemia. 

I  place  very  little  importance  upon  the  mere  presence  of  albumin 
in  the  urine  of  a  pregnant  woman,  except  as  a  warning  that  should 
induce  careful  watchfulness.  How  many  women  with  albumin- 
uria escape  eclampsia  !  and,  again,  how  many  eclamptics  fail  to 
exhibit  albuminous  urine  !  Yet  it  must  not  be  forgotten  that  a 
large  percentage  of  albumin  means  less  elimination  of  toxins,  and 
such  a  condition  may  become,  under  favoring  conditions,  the  avant- 
courrier  of  an  eclamptic  seizure  of  maximum  intensity. 

I  shall  not  take  time  in  this  presence  to  discuss  the  microbic 
theory  of  eclampsia,  for  it  is  a  proposition  that  remains  to  be 
demonstrated.  Moreover,  if  in  the  present  state  of  our  knowledge 
we  adhere  to  the  belief  that  toxemia  is  a  causative  factor,  we  shall 
find  ourselves  on  more  substantial  foundations  as  to  successful 
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treatment,  which,  without  further  circumlocution,  let  us  proceed 
to  consider. 

Treatment. — In  order  to  arrive  at  an  intelligent  treatment 
there  must  be  a  clear  understanding  of  the  conditions  we  are  called 
upon  to  treat.  Let  it  be  understood,  then,  that  we  are  dealing 
with  a  subtle  toxemia  not  yet  understood  as  to  origin  or  material, 
nor  even  as  to  its  modus  operandi,  but  still  one  that  arises  from 
ingesta,  intestinal  putrefaction,  and  fetal  metabolism,  one  or  all, 
and  that  the  organs  of  elimination  are  either  sluggish  or  suspended 
in  action.  Symptomatically,  we  usually  have  to  contend  with 
severe  headache,  edema,  albuminous  and  scanty  urine,  diminished 
urea  excretion,  and,  finally,  cyanosis,  convulsions,  and  coma  or 
semi-coma.  The  first  group  of  symptoms  pertains  to  the  pre- 
eclamptic state,  while  the  last  belongs  to  true  eclampsia. 

Again,  the  woman  may  be  anemic  or  plethoric,  young  or  middle- 
aged,  a  primipara  or  a  multipara,  and  the  symptoms  grave  or 
moderate  in  their  manifestations.  Finally,  the  eclamptic  seizure 
may  be  antepartum,  intrapartum,  or  post-partum.  All  these  fac- 
tors serve  to  modify  or  control  the  details  of  treatment  to  be  pro- 
posed in  a  given  case. 

The  treatment  of  eclampsia,  too,  should  be  further  classified  into 
(a)  preventive  and  (b)  curative.  The  preventive  treatment  may 
be  subdivided  into  medicinal  and  hygienic,  and  the  curative  into 
medicinal  and  obstetric. 

The  preventive  treatment  of  eclampsia  affords  an  interesting 
field  in  which  the  clinician  may  display  his  talent  and  ingenuity 
in  the  application  of  hygienic  measures  and  drugs  to  avert  an  im- 
pending danger  of  the  gravest  import.  Given  a  pregnant  woman 
in  the  seventh  or  eighth  month  with  the  prodromes  of  eclampsia — 
that  is  to  say,  who  manifests  the  phenomena  incident  to  the  pre- 
eclamptic state — and  what  shall  be  done? 

Manifestly  the  first  duty  will  be  to  interrogate  the  kidney  as  to 
its  sufficiency  and  integrity.  A  qualitative  and  quantitative  anal- 
ysis of  the  urine  should  be  made  at  the  outset.  Albuminuria  is 
not  an  unfailing  symptom  of  renal  disease  or  insufficiency,  nor  is 
a  scanty  twenty-four  hours'  output  a  reliable  index  of  kidney 
failure,  nor  yet  is  a  diminution  of  urea  excretion  an  infallible  in- 
dication of  approaching  eclampsia.  Exceptionally,  all  of  these  con- 
ditions may  coexist,  and  yet  eclampsia  not  result.   These  are  indi- 
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cations,  singly  and  collectively,  that  there  is  existing  toxemia,  that 
there  is  defective  elimination,  and  that  something  must  be  done  to 
correct  a  faulty  relationship  between  nutrition  and  excretion. 

If  the  prodromes  and  the  physical  signs  are  recognized  early  it 
may  be  expected  with  reason  that  hygiene  and  medicine  will  cor- 
rect the  errors  that  are  so  rapidly  tending  toward  eclampsia.  Air, 
food,  and  drink  must  be  supplied  in  ample  quantities  and  of  good 
qualities;  so,  too,  must  we  insist  upon  exercise,  active  or  passive 
— walking,  driving,  light  calisthenics,  or  massage,  according  to  the 
taste  or  tolerance  of  the  patient.  These  are  all  good  agents  to  em- 
ploy, but  the  object  sought  should  be  to  limit  the  source  of  toxins 
that  are  being  absorbed  and  to  promote  their  elimination. 

One  of  the  surest  ways  in  which  to  control  the  supply  of  toxins 
appears  to  be,  from  abundant  testimony,  to  place  the  woman  upon 
an  exclusive  milk-diet.  This  will  serve  at  once  not  only  to  di- 
minish the  supply  of  toxins,  but  to  increase  the  fluids  of  the  body, 
flush  the  kidneys,  and  favor  the  elimination  of  toxic  material. 
Water,  too,  should  be  freely  given  in  definite  quantities  and  at 
regular  intervals.  I  speak  from  a  considerable  experience  when  I 
say  that  distilled  water  is  one  of  the  best  diuretics  that  can  be  ad- 
ministered to  a  woman  in  the  eclamptic  state.  Two  quarts  a  day 
is  not  too  much,  and  it  may  be  given  still  or  charged,  according  to 
the  taste  of  the  patient.  It  dilutes  the  toxins  and  hastens  their 
exit  from  the  economy. 

The  bowels  of  the  pre-eclamptic,  too,  demand  supervision.  Con- 
stipation must  not  only  be  prevented,  but  intestinal  toxins  must  be 
unloaded  and  the  intestinal  tract  kept  free.  These  are  common- 
place observations,  perhaps,  but  they  are  essentials  that  cannot  be 
omitted  in  a  consecutive  clinical  picture  of  the  management  of  a 
woman  with  eclamptic  prodromes.  Drugs  are  not  specified  in 
kiud,  but  each  physician  will  invoke  the  aid  of  an  intelligent 
pharmacology.  It  should  be  remembered,  however,  that  forcing 
the  kidneys  without  supplying  copiously  of  fluids  is  to  be  repre- 
hended. Potassium  salts,  that  have  been  so  frequently  employed, 
and  as  I  believe  to  the  detriment  of  eclamptic  patients,  should  be 
avoided ;  they  favor  the  production  of  intestinal  toxins,  and 
besitles  tend  to  diminish  red  blood-corpuscles — an  element  that  must 
be  conserved.  The  tendency  of  the  disease  is  toward  anemia — a  ten- 
dency that  must  be  antagonized,  not  favored,  by  our  therapeutics. 
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There  are  two  other  remedies  of  which  just  here  I  wish  to  speak, 
for  they  belong  to  the  therapeutics  of  the  condition  we  are  discuss- 
ing— that  is,  the  pre-eclamptic  state.  These  are  blood-letting  and 
glonoin.  If  there  is  a  full  artery  at  the  wrist,  with  a  tendency  to 
cyanosis  in  the  pre-eclamptic,  venesection  may  be  resorted  to  with 
possible  benefit.  One  good  full  bleeding  is  permissible,  but  it 
should  be  used  with  caution  in  repetition.  I  fear  its  employment 
during  an  eclamptic  seizure,  but  here — i.  e.}  in  the  pre-eclamptic 
state — it  is  admissible,  and  in  selected  cases  it  will  often  prove 
beneficial.  But,  again,  we  must  bear  in  mind  that  copious  and 
repeated  blood-letting  may  foster  an  irrecoverable  anemia.  If  there 
is  high  arterial  tension — vasomotor  spasm — glonoin  in  full  doses 
is  a  valuable  remedy.  It  combats  this  condition  without  depleting 
the  patieut,  and  moreover  helps  to  set  the  kidney  to  work.  Let 
us  now  dismiss  the  pre-eclamptic  state  and  take  up  the  treatment 
of  true  eclampsia. 

Suppose  a  physician  is  summoned  as  a  consultant  in  a  case  where 
convulsions  have  already  set  in,  what  is  to  be  done?  Here  let  us 
recall  the  three  forms  of  eclampsia,  (a)  antepartum,  (6)  intrapar- 
tum, (c)  postpartum.  The  treatment  will  be,  first,  medicinal,  and 
second,  obstetric.  The  first  indication  of  treatment  in  antepartum 
eclampsia  is  to  control  the  convulsions.  An  attempt  wisely  enough 
may  be  made  to  do  this  through  the  administration  of  chloroform 
by  inhalation  as  well  as  the  administration  of  chloral  by  the  rec- 
tum. An  eclamptic  woman  swallows  with  difficulty  or  not  at  all, 
as  she  rarely  rouses  to  full  consciousness  between  the  fits.  Hence 
it  is  better  to  administer  chloral  by  the  rectum.  For  my  part  I 
would  administer  chloroform  rather  tentatively  in  these  cases.  If 
the  convulsions  were  not  promptly  controlled  or  diminished  in  fre- 
quency or  severity  by  its  vigorous  and  skilful  administration,  I 
should  institute  measures  at  once  to  empty  the  uterus  of  its  con- 
tents ;  and  this  brings  us  face  to  face  with  the  most  interesting 
question  in  the  obstetric  management  of  puerperal  eclampsia — viz., 
the  induction  of  premature  labor  for  its  relief. 

A  considerable  experience  has  convinced  me  that  a  prompt  evac- 
uation of  the  uterus  constitutes  the  most  important  method  of  deal- 
ing with  eclampsia.  While  the  womb  remains  gravid  we  are 
hampered  in  our  therapeutics.  Two  lives  are  at  stake,  and  in  our 
anxiety  to  preserve  both  we  may  save  neither.    By  addressing 
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ourselves  assiduously  to  a  speedy  delivery  of  the  fetus  we  contri- 
bute in  the  largest  measure  to  the  conservation  of  both  lives.  With 
the  fetus  once  delivered  there  is  a  freer  opportunity  to  deal  with 
the  woman  in  the  most  masterful  or  even  heroic  manner.  Fortu- 
nately, eclampsia  rarely  occurs  until  the  fetus  has  reached  the 
period  of  viability,  hence  its  speedy  delivery  becomes  its  greatest 
safeguard;  for  every  hour  increases  its  liabilty  to  death  from  ma- 
ternal toxemia,  as  well  as  diminishes  its  chance  of  survival  after 
premature  delivery,  since  the  fetus  absorbs  toxins  as  well  as  the 
mother. 

How  many  times  has  the  fetus  been  destroyed  by  prolonged 
chloroform  anesthesia,  full  morphinism,  or  extreme  chloraliza- 
tion  !  One  or  all  of  these  means,  to  be  sure,  may  be  used  with 
comparative  safety  to  the  mother  if  the  fetus  is  out  of  the  way. 
How  often,  too,  has  the  fetus  succumbed  to  prolonged  intoxication 
from  the  mother's  blood  ! 

If  I  am  called  to  an  eclamptic  woman  who  is  within  a  month  of 
term  I  lay  down  as  a  cardinal  principle  for  my  own  guidance  that 
it  is  my  duty  to  proceed  with  all  diligence  to  effect  delivery.  Why 
should  not  this  be  done?  Will  anyone  tell  us  why  it  is  not  good 
obstetric  practice  to  proceed  to  aid  nature  in  the  accomplishment  of 
her  own  desires  ?  I  regard  the  appearance  of  eclampsia  as  an  ex- 
pression of  the  economy  that  it  has  carried  an  offending  fetus  as 
long  as  it  can  be  tolerated.  The  toxemia  incident  to  its  presence 
can  no  longer  be  endured  without  calamitous  results,  and  eclampsia 
is  but  an  expression  of  that  fact — a  danger  signal.  I  offer  this 
suggestion  as  a  pivotal  point  in  the  discussion  of  the  propriety  of 
the  induction  of  labor,  and  one,  if  admitted,  that  must  be  conclu- 
sive in  determining  it  in  the  affirmative.  If  we  should  appeal  to 
statistics  they  would  tell  us  that  the  mortality  in  antepartum 
eclampsia  is  seven  times  greater  than  in  postpartum  eclampsia. 
Surely  this  speaks  in  no  uncertain  fashion  commendatory  of  speedy 
delivery.  But  we  are  told  that  convulsions  do  not  always  cease 
after  delivery.  True,  but  is  that  a  valid  argument  against  the 
induction  of  labor?  Postpartum  hemorrhage  does  not  always 
cease  after  the  delivery  of  the  placenta  and  secundines ;  but  who 
will  affirm  that  it  is  not  proper  in  such  a  case  to  begin  the  treat- 
ment by  clearing  out  the  uterus?  If  convulsions  continue  after 
delivery  we  are  now  in  a  better  position  than  before  to  push  medici- 
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nal  treatment,  if  need  be,  to  its  extreme  limit.  Purgatives,  mor- 
phine, chloral,  chloroform,  diuretics,  and  diaphoretics  ma)'  all  of 
them  be  employed  with  greater  expectations  and  less  danger  than 
before  delivery. 

I  have  induced  labor  in  a  number  of  eclamptic  women  near  the 
end  of  the  eighth  month,  and  always  with  most  satisfactory  results. 
In  several  of  these  cases  girls  and  boys,  now  in  the  heyday  of 
youth,  are  living  to  gladden  the  hearts  of  mothers  also  rescued 
from  a  desperate  strait.  In  no  one  instance  have  I  ever  regretted 
the  induction  of  labor,  while,  on  the  other  hand,  I  recall  a  few 
instances  in  which  I  blame  myself  for  not  invoking  its  aid.  Occa- 
sionally, too,  I  have  induced  labor  where  there  have  been  exag- 
gerated pre-eclamptic  conditions  without  convulsions — edpma, 
albuminuria,  semi-coma,  and  impending  danger.  These  also  have 
afforded  gratifying  results  in  living  children  and  cured  mothers. 

Having  determined  to  evacuate  the  uterus,  how  shall  it  be  done? 
There  are  several  methods  recommended,  but  now  one  and  then 
another  seems  applicable  to  a  given  case.  For  the  most  part,  in 
antepartum  eclampsia,  dilatation,  first  practised  with  steel  dilators 
if  need  be,  then  with  manual  stretching  of  the  os  and  cervix,  will 
accomplish  the  work  to  the  best  advantage.  Exceptionally,  how- 
ever, extreme  measures  may  become  necessary,  but  only  rarely  can 
the  deep  incisions  of  Duhrssen  be  required.  These  incisions  may 
cause  troublesome,  if  not  alarming,  hemorrhage,  and  furnish  an 
avenue  for  infection  most  tempting  to  pathogenic  germs.  So,  too, 
should  Cesarean  section  be  reserved  for  extreme  complications 
like  deformed  pelves,  or  it  may  be  done  in  the  interest  of  the  fetus 
when  the  mother's  condition  seems  to  be  hopeless.  In  antepartum 
eclampsia,  after  obtaining  complete  dilatation,  it  is  a  good  plan  to 
terminate  labor  at  once  with  the  forceps  under  profound  anesthesia. 

In  postpartum  eclampsia  the  treatment  must  of  necessity  be 
medicinal,  just  as  it  must  also  be  when  in  the  antepartum  variety 
of  convulsions  continue  after  delivery.  I  have  purposely  avoided 
including  veratrum  viride  in  the  group  of  medicinal  agents  which 
I  would  employ,  because  I  deem  it  dangerous,  uncertain,  and  de- 
ceptive in  its  action.  It  is  but  a  symptomatic  remedy  at  best,  and 
it  has  always  seemed  to  me  that  its  employment  was  analogous  to 
that  of  antipyretics  in  typhoid  fever  or  pneumonia.  These  dan- 
gerous drugs  seek  to  reduce  the  temperature,  but  do  so  at  the  ex- 
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pense  of  cardiac  force,  withtmt  in  any  way  exercising  influence  over 
the  real  course  of  the  disease.  So,  too,  with  veratrum  in  eclampsia. 
It  reduces  arterial  tension  and  cardiac  pressure,  without  exercising 
special  influence  over  the  progress  of  the  malady.  Moreover,  it 
may  easily  be  given  to  a  dangerous  degree  even  by  careful  hands. 
I  am  very  much  afraid  that  many  cases  of  eclampsia  have  suc- 
cumbed to  the  indiscreet  employment  of  veratrum,  chloroform, 
chloral,  and  other  powerful  cardiac  depressants  ;  or,  in  other 
words,  that  these  agents,  though  producing  physiological  action  and 
apparently  controlling  the  convulsions,  yet  do  so  at  the  expense  of 
the  tone  and  force  of  the  heart  muscle,  which  gives  out  sometimes 
as  a  direct  result  of  their  use. 

Blood-letting,  for  similar  reasons,  should  be  discreetly  employed, 
and,  in  my  opinion,  limited  to  the  few  cases  of  the  antepartum 
variety  with  plethoric  habits  manifesting  cyanosis.  In  the  medic- 
inal treatment  principles  are  only  discussed  and  not  details ;  these 
latter  will  easily  be  supplied  by  experienced  and  well-trained  phy- 
sicians. 

There  remains  one  variety  of  eclampsia  to  be  mentioned — namely, 
that  of  pregnancy  as  distinguished  from  eclampsia  appearing  just 
before,  during,  or  after  delivery.  This  form,  though  represents 
ing,  statistically  speaking,  the  most  dangerous  variety,  nevertheless 
is  one  in  which  there  is  more  time  for  deliberate  action.  It  is 
here,  too,  that  medicinal  treatment  offers  better  promise,  hence  the 
question  of  evacuating  the  uterus  may  be  deferred  until  the  other 
plau  manifests  failure  or  inadequacy. 

Premature  delivery  may  be  induced  in  these  cases  by  passing  an 
aseptic  bougie  well  up  to  the  fundus  uteri  outside  the  membranes. 
Its  extremity  should  be  coiled  within  the  vagina  and  retained  by 
antiseptic  packing.  In  a  few  hours  labor  will  set  in,  and  can  then 
be  terminated  rapidly  if  occasion  should  so  demand.  Eclampsia 
occurs  proportionately  with  greater  frequency  as  the  woman  ad- 
vances toward  term,  hence  accouchement  force  is  more  easily  put 
into  practice  in  the  antepartum  variety. 

Finally,  to  promote  the  elimination  of  toxic  material,  the  value 
of  diuresis,  catharsis,  and  diaphoresis  should  not  be  forgotten ; 
neither  should  the  means  of  the  hot-air  bath  and  the  hot-pack  be 
overlooked.  These  latter  are,  of  course,  impracticable  during  the 
convulsions.    Let  me  say,  in  conclusion,  that  my  aim  in  this  paper 
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has  been  to  present  practical  experience  rather  than  theoretical 
views,  and  to  discuss  principles  rather  than  details.  Hence  I  have 
avoided  quotations  from  text-books  or  magazines,  eliminating 
statistics  aud  omittiug  tedious  reports  of  cases. 

The  design  of  this  paper  is  to  advocate  principles  that  may  be 
grouped  under  the  following  heads  : 

1.  Though  the  pathogenesis  of  eclampsia  is  unsettled,  it  belongs 
solely  to  the  pregnant  or  puerperal  state.  It  is  not  apoplectic, 
epileptic,  or  hysterical  in  character. 

2.  It  depends  upon  toxemia  due  to  over-production  of  toxins 
and  under-eliminatiou  by  the  emunctories. 

3.  These  toxins  probably  have  their  origin  in  the  ingesta,  in 
intestinal  putrefaction,  in  fetal  metabolism — one  or  all — aud  there 
is  coexisting  sluggishness,  impairment,  or  suspension  of  elimiuation. 

4.  When  the  prodromes  of  eclampsia  appear  the  kidney  should 
be  interrogated  as  to  its  functions,  and  all  symptoms  carefully 
watched. 

5.  Treatment  is  (a)  preventive  and  (6)  curative.  Preventive 
treatment  is  medicinal  and  hygienic ;  curative  treatment  is  medici- 
nal and  obstetric. 

6.  Milk  diet  and  distilled  water  should  be  given  in  the  pre- 
eclamptic state  to  dilute  the  poison,  hasten  its  elimination,  and 
nourish  the  patieut. 

7.  Blood-letting  should  only  be  employed  in  plethora  or  cynosis. 
It  is  liable  to  cause  anemia  if  persisted  in  or  repeated,  whereas 
red  blood-corpuscles  must  be  conserved,  not  wasted.  Glonoin 
diminishes  vasomotor  spasm,  hence  may  be  given  freely  in  appro- 
priate cases.  Veratrum  viride  is  a  cardiac  depressant  and  a  dau- 
gerous  remedy  if  pushed  to  an  extent  that  will  control  convulsions. 

8.  Eclampsia  is  the  expression  of  a  further  maternal  intolerance 
of  the  fetus ;  hence,  as  a  primal  measure,  the  uterus  should  be 
speedily  emptied  of  its  contents. 

9.  Medicinal  treatment  alone  is  delusive,  and  when  relied  upon 
exclusively  is  fraught  with  danger,  both  maternal  and  fetal, 
whereas  in  the  prompt  induction  of  labor  is  found  a  rational  appli- 
cation of  science  to  a  desperate  condition. 

10.  Finally,  prompt  evacuation  of  the  uterus  furnishes,  in  the 
present  state  of  our  knowledge,  the  only  basis  of  expectation  for  a 
diminished  mortality  in  a  toxemic  disease  of  high  death-rate. 


64 


DISCUSSION  . 


DISCUSSION. 

Dr.  John  M.  Duff,  of  Pittsburg. — Mr.  President :  This  is  one  of 
the  most  interesting  subjects  connected  with  obstetrics.  The  paper 
just  read  has  been  very  pointed  and  has  elucidated  the  subject  very 
clearly  and  thoroughly,  and  in  most  instances  the  treatment  suggested 
is,  in  the  hands  of  those  who  have  used  it,  more  potent  than  any  other. 
The  important  point  in  this  relation  appears  to  me  to  be  the  induction 
of  premature  labor.  Three  years  ago  I  had  occasion  to  take  issue  with 
my  friend,  Dr.  Longyear,  of  Detroit,  with  reference  to  the  induction 
of  abortion  in  albuminuria,  aud  I  do  not  wish  to  be  understood  as  ad- 
vocating at  this  time  this  measure  where  we  simply  have  an  albumin- 
uric condition ;  but  after  the  onset  of  the  convulsions,  especially  if 
several  have  occurred,  I  think  the  results  of  observations  and  experi- 
ence justify  us  in  advising  the  induction  of  premature  birth.  In  a 
few  exceptional  cases  where  this  measure  is  not  undertaken,  but  where 
the  medicinal  treatment  is  carried  out,  the  patients  get  through  all 
right.  But  these  cases  are  not  sufficient  in  number  to  justify  us  in 
omitting  to  do  what  Dr.  Potter  has  said  in  his  paper  has  brought 
about  the  best  results.  In  speaking  of  a  milk-diet  in  these  cases,  I 
think  better  results  are  obtained  by  giving  it  with  a  spoon  as  hot  as 
can  be  borne  by  the  patient. 

There  are  a  number  of  points  in  connection  with  the  paper  that  I 
would  like  to  dwell  upon,  but  I  will  leave  them  for  others  to  discuss. 

Dr.  H.  W.  Longyear,  of  Detroit. — As  the  preceding  speaker  lias 
well  said,  this  is  a  subject  of  extreme  importance,  and  is  one  in  which 
I  have  been  especially  interested.  I  expressed  my  views,  as  Dr.  Duff 
has  told  you,  three  years  ago  on  this  subject,  and  was  criticised  by  Dr. 
Duff  and  one  or  two  others,  and  I  wish  now  to  place  myself  on  record, 
taking  the  same  position  as  at  that  time.  I  was  surprised  that  the 
essayist,  in  his  very  able  and  exhaustive  paper,  did  not  mention  the 
subject  of  the  induction  of  premature  labor  before  the  onset  of  the 
eclamptic  seizure.  I  think  this  is  a  phase  of  the  subject  that  should 
be  carefully  considered.  It  looks  to  me  a  good  deal  like  making 
elaborate  plans  to  snuff  out  the  fuse  after  the  explosion  has  occurred 
— to  wait  in  certain  cases  until  the  convulsion  has  occurred  before 
premature  delivery  is  considered.  My  idea  of  premature  delivery 
before  the  eclamptic  seizure,  is  that  it  should  be  done  in  all  cases  in 
which  a  daily  examination  of  the  urine  shows  not  only  albumin,  per- 
haps only  a  trace  or  possibly  no  albumin,  but  where  it  indicates  a  low 
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percentage  of  urea,  and  a  constant  decrease  of  elimination,  with  certain 
prodromal  symptoms  indicative  of  close  proximity  of  convulsions.  I 
believe  it  is  the  duty  of  every  physician  in  such  cases  to  induce  pre- 
mature labor,  and  not  wait  for  the  convulsion  to  appear,  which  handi- 
caps the  patient  so  severely. 

As  to  there  being  only  a  few  deaths  following  puerperal  eclampsia, 
I  think  that  is  not  borne  out  by  statistics.  I  have  forgotten  the  exact 
statistics,  but  I  know  a  large  percentage  of  patients  die  when  the  con- 
vulsions occur  before  labor  has  commenced.  I  believe  it  is  the  duty  of 
the  obstetrician  to  induce  labor  when  he  is  convinced  that  elimination 
has  reached  a  dangerous  point.  This  is  a  matter  of  judgment  to  a 
large  extent,  and  I  do  not  think  we  have  any  statistics  that  will  show 
us  this  point.  It  is  to  be  determined  by  the  condition  of  the  patient, 
the  prodromal  symptoms,  and  the  condition  of  the  urine.  By  careful 
examination,  coupled  with  good  judgment,  in  certain  exceptional  cases 
labor  should  be  induced  before  convulsions  occur.  I  know  that  I  have 
saved  women  and  children  in  this  way.  I  have  instituted  this  measure 
during  the  last  year  in  two  cases,  one  seven  and  a  half,  the  other  eight 
months,  saving  both  mother  and  child  in  each  case.  I  do  not  wish  to 
be  understood  as  advocating  the  induction  of  premature  delivery  simply 
because  a  woman  has  albumin  in  her  urine  during  pregnancy.  I  did 
not  make  such  a  statement  three  years  ago.  I  would  do  so  in  those 
cases  where  we  have  albumin  with  constantly  decreasing  elimination. 

The  milk-treatment,  as  recommended  by  the  essayist,  I  consider  most 
valuable,  and  it  should  be  pushed  to  its  fullest  extent.  The  adminis- 
tration of  milk  should  be  pushed  to  the  utmost  while  an  examination  is 
made  and  judgment  is  being  arrived  at  as  regards  the  induction  of  pre- 
mature delivery.  All  these  measures  should  be  tried  when  time  permits, 

Dr.  Walter  B.  Chase,  of  Brooklyn. — The  Association  is  to  be 
congratulated  on  the  presentation  of  this  subject  in  so  interesting, 
scientific,  and  classical  a  manner.  This  is  a  subject  of  vital  interest, 
and  one  which  cannot  receive  too  much  attention.  In  the  main  I 
agree  with  the  propositions  laid  down  by  the  essayist,  and  yet  in  one 
or  two  particulars  I  am  not  quite  prepared  to  accept  his  conclusions. 
I  wish  we  had  some  data  by  which  we  could  know  relatively  the  num- 
ber of  women  who  suffer  from  puerperal  convulsions,  but  do  not  have 
symptoms  of  or  suffer  uremia.  I  suspect  the  relative  number  is  not 
large.  Doubtless  the  profession  has  been  mistaken  in  the  estimate 
formerly  made,  that  urea  was  the  principal  or  only  cause  of  the  con- 
vulsions, and  yet  from  my  own  observations  the  percentage  of  cases  of 
puerperal  convulsions  have  been  exceedingly  small  in  which  albumin 
was  not  present. 
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Regarding  the  question  of  the  induction  of  premature  labor,  it  seems 
to  me  that  a  distinction  should  be  made  in  varying  conditions.  I  as- 
sume that  every  Fellow  of  this  Association  and  every  careful  physician 
who  is  engaged  to  attend  cases  of  confinement  makes  frequent  exami- 
nations of  the  patient  as  to  the  urine  and  other  conditions,  to  know 
whether  there  is  any  danger  of  convulsions.  It  so  happens  that  many 
of  the  cases  we  see  in  consultation  are  neglected  cases,  and  the  first 
symptom  which  the  attending  physician  is  called  upon  to  combat  is  a 
convulsion.  In  cases  of  that  kind,  where  the  exact  condition  of  the 
patient  cannot  be  determined  by  any  quantitative  or  qualitative  anal- 
ysis of  the  urine,  or  an  estimation  of  the  degree  of  ptoma'm  poisoning 
cannot  be  determined,  the  induction  of  premature  labor  is  in  keeping 
with  the  conservative  rule ;  but  where  the  patient  has  been  carefully 
watched,  I  think  it  is  our  duty  to  induce  premature  labor  in  a  given 
case,  particularly  if  the  convulsions  repeat  themselves,  and  if  they  are 
followed  by  great  depression  and  coma  there  should  be  no  time  lost 
in  emptying  the  uterus.  But  there  is  a  class  of  cases  in  which  the 
nervous  symptoms  predominate,  and  under  efficient  treatment  the 
albumin  decreases  or  disappears  in  amount  as  the  excretion  of  urea 
increases,  signs  of  toxemia  disappear,  and  labor  terminates  without 
further  trouble.  I  have  delayed  the  induction  of  premature  labor 
under  those  conditions  with  satisfactory  results. 

Another  point  to  which  the  essayist  alludes,  and  to  which  I  wish  to 
refer,  is  the  action  of  veratrum  viride.  It  has  most  useful  sedative 
properties  and  those  which  may  appear  dangerously  toxic,  but  I  have' 
yet  to  learn  of  a  fatal  case  of  poisoning  from  veratrum  viride  in  any 
condition  and  in  enormous  doses.  We  possess  in  both  opium  and 
alcohol  a  perfect  and  prompt  antidote.  I  am  perfectly  confident  that 
this  supposed  danger  is  practically  an  illusion.  In  those  cases  in 
which  we  have  high  arterial  tension,  and  we  do  not  wish  to  deplete 
the  blood  by  venesection,  it  is  a  valuable  remedy  in  that  it  lessens 
this  tension,  and  we  are  enabled  to  gain  valuable  time  in  which  the 
toxemia  may  be  relieved,  and  so  tide  the  patient  over  without  induc- 
ing premature  labor.  Observations  and  experience  amply  show  that 
in  veratrum  viride  we  have  a  valuable  remedy  in  the  treatment  of 
puerperal  eclampsia. 

I  heartily  assent  to  the  general  principles  laid  down  in  the  treat- 
ment of  these  cases.  If  proper  watch  is  kept  of  the  pregnant  woman 
the  treatment  is  rather  dietetic  and  hygienic  than  medicinal,  and  pure 
spring  water  is  preferable  to  any  other  diuretic  in  its  eliminative 
action. 

Dr.  W.  H.  Wenning,  of  Cincinnati. — I  congratulate  Dr.  Potter 
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on  his  excellent  presentation  of  this  subject.  There  can  be  little  dif- 
ference of  opinion  with  reference  to  the  treatment  before  and  during 
labor.  He  has  marked  out  the  distinctions  to  be  made,  and  I  agree 
with  the  minutiae  of  treatment,  believing  that  it  is  based  upon  physi- 
ological principles  and  upon  what  we  know  as  to  the  etiology  of  puer- 
peral eclampsia.  There  is  one  subject,  however,  in  which  I  am  not 
altogether  prepared  to  agree  with  him,  and  that  is  the  advisability  of 
inducing  premature  labor  on  all  occasions.  Where  the  os  is  rigid  and 
firm ;  where  the  patient  is  of  neurotic  temperament,  and  where  there 
is  no  evidence  of  labor  coming  on,  I  fear  we  will  precipitate  a  convul- 
sion by  forcing  an  entrance  into  the  cervix  for  the  purpose  of  bringing 
on  labor.  There  may  be  cases  in  which  this  treatment  might  be  called 
for,  but  I  think  it  is  better  to  endeavor  to  tide  the  patient  over  the 
convulsion,  and  wait  for  symptoms  of  labor  to  come  on  and  expedite 
matters.  In  many  cases  I  should  consider  it  hazardous  to  induce 
labor  unless  there  are  some  preparatory  measures  which  nature  has 
provided  for  us. 

There  is  another  point  I  would  call  attention  to,  that  is,  the  psycho- 
logical element  in  these  cases.  The  only  fatal  case  of  puerperal 
eclampsia  I  ever  saw  was  one  in  which  there  was  no  albuminuria,  no 
edema,  no  evidence  of  kidney  lesion ;  in  fact,  nothing  which  would 
lead  us  to  believe  that  such  a  condition  would  result. 

Some  years  ago  I  was  called  to  attend  a  young  lady  in  her  first  preg- 
nancy. She  had  not  yet  completed  the  ninth  month  of  gestation. 
She  had  been  married  not  quite  nine  months.  I  knew  her  before  she 
was  married  to  be  a  very  virtuous  young  lady.  She  belonged  to  a 
good  family,  and  she  was  impressed  with  the  idea  that  labor  would 
come  on  before  she  had  been  married  fully  nine  months,  which  seemed 
to  her  a  disgrace.  Pains  came  on,  and,  although  I  feared  they  were 
labor  pains,  I  told  her  that  1  would  try  to  tide  her  over  until  the  end 
of  pregnancy.  I  administered  opiates,  and  in  a  few  days  they  seemed 
to  have  had  the  effect  of  quieting  the  pains,  and  the  woman  seemed  to 
be  all  right.  They  returned,  however,  and  I  saw  then  they  were  true 
labor  pains.  From  that  time  on  the  patient  became  despondent. 
Her  labor  was  a  tedious  one,  and  the  child  was  delivered  with  forceps. 
After  the  delivery  of  the  child  she  paid  no  attention  to  it,  being  per- 
fectly apathetic.  I  had  scarcely  left  the  house  when  I  was  again  sum- 
moned, with  the  information  that  the  woman  had  a  convulsion.  On 
arriving  there  I  found  no  evidence  of  convulsion  ;  no  elevation  of  pulse 
or  of  temperature ;  no  twitchings,  but  the  patient  was  in  a  somnolent 
condition.  A  few  hours  after  that  I  was  told  she  had  been  seized  with 
another  convulsion.    When  I  arrived  there  was  again  no  evidence  of 
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a  convulsion,  and  I  concluded  that  these  spasms  were  hysterical.  I 
remained  for  hours  at  a  time,  with  the  same  negative  result,  but  had 
no  sooner  turned  my  back  than  she  would  have  a  fit.  This  was  after 
labor.  About  the  second  or  third  day  I  remained  long  enough  to  see 
the  beginning  of  the  convulsion,  and  as  soon  as  I  saw  it  I  promptly 
told  the  patient  to  remain  quiet.  She  looked  at  me  with  surprise,  and 
apparently  became  more  quiet.  However,  from  this  time  on  the  con- 
vulsions occurred  with  great  rapidity  and  severity,  and  it  was  impos- 
sible to  do  anything  to  avert  them.  She  finally  died.  The  urine 
was  examined,  but  no  albumin  was  found.  There  was  no  edema; 
in  short,  there  was  nothing  in  her  physical  condition  to  account  for 
these  terrible  convulsions.  This  case  shows  that  there  is  another 
element  besides  uremia  or  albuminuria  which  may  cause  puerperal 
eclampsia. 

Dr.  Charles  Stover,  of  Amsterdam,  N.  Y. — The  essential  j>oint 
in  connection  with  this  subject  is  to  determine  how  soon  and  how  surely 
we  can  diagnosticate  cases  of  puerperal  eclampsia,  inasmuch  as  we 
realize  that  the  prevention  of  the  condition  will  save  the  patient. 
Two  cases  have  come  under  my  observation,  in  one  of  which  the 
convulsions  occurred  in  three  successive  pregnancies,  and  in  the  other 
in  each  of  four.  The  eye  symptoms  occurred  very  early ;  there  were 
scintillations  of  light,  and  headache  appeared  before  there  was  any 
albuminuria.  The  albuminuria,  however,  appeared  soon  afterward. 
In  these  instances  labor  was  induced  and  recovery  was  prompt.  It 
seems  to  me  there  can  be  no  question  as  to  the  value  of  inducing  pre- 
mature labor  when  other  measures  have  failed.  If,  occasionally,  we 
should  make  an  error,  in  the  long  run  it  would  be  an  error  upon  the 
right  side. 

In  watching  these  cases  carefully  there  is  one  thing  that  has  been 
impressed  upon  my  mind,  and  that  is  the  value  of  urinary  analysis. 
In  my  own  practice,  in  making  an  examination  of  the  urine,  I  have 
occasionally  found  no  albumin.  In  some  of  the  cases  the  renal  inade- 
quacy without  albuminuria  is  marked,  and  inasmuch  as  we  are  called 
in  consultation  very  late  in  some  cases,  an  examination  of  the  urine 
may  mark  a  different  condition  from  that  which  might  have  existed  two 
or  three  days  previously  or  at  the  beginning  of  the  convulsion.  I  am 
sure  that  the  value  of  interference  treatment  is  not  appreciated  as 
much  as  it  ought  to  be,  for  within  the  last  few  months  I  know  of  three 
cases  that  have  terminated  fatally  at  the  hands  of  physicians  of  good 
standing  and  ability,  who  counselled  waiting  for  the  natural  termina- 
tion of  pregnancy.  If  this  Association  does  nothing  more  than  in  some 
authoritative  way  convince  the  profession  that  there  is  something  to 
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do,  some  active  interference  to  be  undertaken  to  save  life,  it  would  be 
beyond  calculation. 

I  wish  to  call  attention  to  the  method  of  Etheridge,  of  Chicago,  for 
estimating  the  amount  of  total  urinary  solids.  I  consider  it  a  very 
valuable  one.  In  all  the  cases  in  which  I  have  used  it  there  has  been 
unmistakable  renal  inadequacy.  In  one  case  which  came  under  my 
observation  only  five  hundred  odd  grains  of  total  urinary  solids  were 
being  excreted  daily,  when  there  should  have  been  thirteen  hundred, 
the  patient  developing  eclampsia.  The  method  is  easily  applied,  and 
is  certainly  very  useful. 

Dr.  James  F.  W.  Ross,  of  Toronto. — I  wish  to  congratulate  Dr. 
Potter  upon  the  very  clear  manner  in  which  he  has  dealt  with  this 
subject.  From  my  experience  I  am  satisfied  that  in  early  life,  during 
attacks  of  the  exanthematous  fevers  in  young  children,  the  urine 
should  always  be  examined,  because  valuable  information  is  often 
obtained  at  that  time.  On  many  occasions  I  have  been  able  to  trace 
renal  inadequacy  during  the  pregnant  state,  to  a  previous  attack  of 
nephritis  following  either  scarlet  fever  or  diphtheria.  I  have  unfor- 
tunately seen  too  many  of  these  cases.  A  young  woman  grows  up  to 
womanhood,  marries,  and  during  her  first  pregnancy  she  is  suddenly 
seized  with  eclampsia.  At  this  time  the  physician  makes  some  in- 
quiries, and  finds  out  from  the  mother  that  she  did  suffer  from  some 
indefinable  trouble  after  one  of  the  fevers  of  which  I  have  spoken.  In 
this  Association  we  are  apt  to  shun  obstetrical  subjects  as  though  the 
questions  were  all  settled  and  fixed ;  but  the  subject  of  puerperal 
eclampsia  is  no  nearer  being  fixed  and  settled  than  it  was  fifty  years 
ago.  Furthermore,  we  know  that  the  pathology  of  the  disease  is  still 
shrouded  in  darkness,  and  it  is  a  subject  that  will  well  repay  careful 
study.  I  believe  the  large  associations  that  are  blessed  with  considerable 
wealth  would  do  well  to  institute  scientific  commissions  of  inquiry  to 
take  up  this  subject  and  make  a  careful  study  of  it.  Unless  this  is 
done,  we  will  never  thoroughly  understand  its  pathology. 

As  to  the  premonitory  symptoms  of  the  disease,  the  worst  cases 
present  no  signs.  The  cases  in  which  the  edema  is  marked  and  is  pro- 
nounced, iu  which  the  labia  are  swollen  and  the  feet  are  enlarged  to 
nearly  twice  their  normal  size,  are  the  cases  in  which,  in  my  experi- 
ence, there  has  been  the  least  danger.  I  saw  one  woman  die  suddenly 
in  a  few  hours'  time  from  convulsions  during  the  fourth  month  of 
pregnancy.  We  suspected  uremia,  examined  the  urine,  and  found 
it  loaded  with  albumin.  The  question  lay  between  death  from  uremic 
poisoning  accompanying  the  pregnant  condition  at  this  early  date,  or 
poisoning  from  other  sources.    We  could  find  no  trace  of  poisoning, 
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so  we  had  to  conclude  that  the  woman  lost  her  life  from  jiuerperal 
eclampsia.  I  have  been  frequently  called  to  see  the  wives  of  physi- 
cians suffering  from  puerperal  eclampsia,  and  the  first  question  asked 
is,  "  Doctor,  have  you  examined  the  urine?  "  "  No,  I  have  not  ex- 
amined the  urine  until  just  now.  I  had  no  idea  that  my  wife  was  in 
this  condition."  If  he  has  examined  the  urine,  he  has  given  but  little 
thought  to  the  induction  of  premature  labor.  Even  in  the  houses  of 
physicians  these  cases  are  not  looked  after  as  they  should  be.  We 
can  never  tell  the  outcome  of  these  cases.  Twice  in  the  last  year  I 
have  done  craniotomy  in  two  instances  in  which  the  women  were  un- 
conscious with  puerperal  eclampsia.  In  each  case  the  patient  recov- 
ered. These  patients  may  have  an  easy  labor ;  they  may  be  delivered 
of  the  child  without  difficulty,  and  yet  several  hours  later  have  an 
eclamptic  seizure,  and  in  spite  of  all  the  drugs  mentioned  by  the  es- 
sayist, in  spite  of  the  bleeding  that  has  taken  place  during  the  con- 
finement, in  spite  of  all  the  care  and  nursing,  the  patient  succumbs  to 
this  terrible  malady. 

It  is  unwise  to  have  the  younger  men  of  the  profession  understand 
that  we  advise  a  very  rapid  and  hurried  emptying  of  the  uterus.  I 
have  seen  such  attempts  followed  by  immense  lacerations  of  the  cervix 
uteri  and  an  unwarrantable  amount  of  bruising  of  the  soft  tissues.  I 
am  satisfied  that  there  is  no  such  great  urgency  as  this ;  that  the 
patients  can  wait,  and  that  labor  can  be  instituted  and  delivery  ac- 
complished without  undue  traumatism. 

There  is  a  question  that  one  is  called  upon  to  answer  at  times, 
namely,  the  advisability  of  producing  a  miscarriage  for  patients  who 
have  previously  suffered  from  a  severe  and  extremely  dangerous  attack 
of  puerperal  eclampsia.  In  our  text-books  but  little  mention  is  made 
of  this,  but  in  a  court  of  law  I  am  afraid  the  plea  that  the  woman  had 
a  previous  eclamptic  seizure  would  not  be  a  sufficient  justification  in 
the  eyes  of  the  jury  to  warrant  the  production  of  a  miscarriage.  I 
have  taken  upon  myself,  after  consultation  with  a  fellow  practitioner, 
in  one  or  two  cases  the  responsibilty  of  producing  miscarriage  in  this 
connection.  I  think  that  it  may  be  a  justifiable  procedure.  Of  course, 
it  is  well  known  that  some  women  will  have  puerperal  eclampsia  with 
one  child  and  will  have  no  eclampsia  with  one  or  more  succeeding 
pregnancies.  But  still  this  is  no  guarantee  that  she  may  not  lose  her 
life  from  puerperal  eclampsia  in  any  of  the  succeeding  pregnancies. 
If  the  patient  herself  particularly  dreads  encountering  the  danger  of 
puerperal  eclampsia  a  second  time,  I  think  her  feelings  should  have 
some  consideration  and  that  we  are  justified  in  emptying  the  uterus  if 
supported  by  one  or  more  of  our  confreres. 
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Dr.  Longyear. — Do  you  mean  without  there  being  any  albumin- 
uria present? 
Dr.  Ross. — Yes. 

Dr.  Longyear. — Without  there  being  any  signs  of  renal  insuffi- 
ciency ? 

Dr.  Ross. — I  will  briefly  report  one  case  to  explain  my  meaning. 
A  lady  removed  from  Toronto  and  went  West.  During  her  first  preg- 
nancy she  was  unconscious  for  eighteen  hours  with  puerperal  eclampsia, 
and  barely  escaped  with  her  life.  She  was  warned  that  it  was  dan- 
gerous for  her  to  become  pregnant.  Notwithstanding  her  precautions, 
pregnancy  occurred.  She  was  almost  demented  with  fear,  and  made 
up  her  mind  that  unless  miscarriage  was  produced  she  would  do  some- 
thing desperate.  After  a  consultation  miscarriage  was  produced.  In 
a  large  number  of  cases  of  puerperal  eclampsia  the  child  is  born  dead, 
so  that  this  fact  is  another  argument  in  favor  of  the  production  of  mis- 
carriage when  urgently  demanded  by  the  patient. 

Dr.  Rufus  B.  Hall,  of  Cincinnati. — I  did  not  expect  to  partici- 
pate in  this  discussion,  but  the  remarks  made  by  our  President  relative 
to  the  induction  of  premature  labor  have  brought  me  to  my  feet.  I 
think  it  would  be  dangerous  doctrine  to  promulgate,  going  out  from 
this  Association,  that  we  advocate  producing  abortion  on  a  woman 
because  she  has  once  had  puerperal  eclampsia,  unless  she  has  kidney 
lesions  of  a  serious  character.  For  one,  I  would  vigorously  oppose  it. 
There  are  many  instances  occurring  in  my  own  practice  of  women 
having  had  puerperal  eclampsia  in  their  first  pregnancy  and  borne 
children,  but  in  subsequent  pregnancies  have  not  had  convulsions. 
The  woman  must  not  be  the  judge  as  to  whether  these  measures  are  or 
are  not  good  for  her  under  the  circumstances.  She  is  not  capable  of 
passing  such  judgment.  It  is  true  a  large  number  of  women  desire  to 
escape  childbirth,  and  on  the  slightest  pretext  will  solicit  their  physi- 
cian to  produce  abortion.  If  we  complied  with  their  wishes  we  would 
be  kept  busy  producing  abortion. 

Dr.  Ross. — I  would  like  to  ask  Dr.  Hall  one  question.  Supposing, 
Doctor,  a  brother  practitioner  has  a  wife  that  nearly  died  from  puer- 
peral eclampsia,  that  she  has  missed  a  monthly  period,  and  he  comes 
to  you  and  says.  Doctor,  I  am  afraid  to  have  my  wife  go  through  this 
pregnancy  ;  I  would  like  to  have  a  miscarriage  produced  ;  would  you 
be  willing  to  back  him  up  in  the  production  of  miscarriage  ? 

Dr.  Hall. — I  Avould  ask  the  President  a  question.  Did  this  woman 
have  kidney  lesions  of  such  a  serious  character  that  she  would  probably 
lose  her  life  if  she  was  permitted  to  go  on  with  her  gestation? 

Dr.  Ross. — She  had  albumin  in  the  urine  at  the  time  of  the 
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eclampsia,  and  in  the  interval  had  slight  traces  of  albumin  in  the 
urine,  but  that  is  all. 

Dr.  Hall. — I  would  certainly  not  take  the  stand  that  Dr.  Ross 
takes  in  this  matter  simply  because  a  woman  has  had  puerperal 
eclampsia  in  a  previous  gestation ;  but  if  the  woman  is  known  to 
have  a  kidney  lesion  of  a  serious  character,  albumin  in  the  urine,  and 
is  only  five  or  six  weeks  pregnant,  the  question  might  be  discussed. 
But  I  would  want  the  full  clinical  picture  and  a  positive  knowledge  of 
the  condition  of  the  kidneys  before  considering  the  question  of  abor- 
tion. In  other  words,  I  would  advise  an  abortion  only  in  extreme 
cases,  and  then  only  after  all  other  measures  had  failed  to  give  relief. 

Dr.  Potter  (closing  the  discussion). — It  is  very  pleasant  to  find 
my;elf  in  the  agreeable  company  of  so  many  distinguished  obstetri- 
cians on  this  very  interesting  and  important  subject.  When  men  of 
the  experience  of  Drs.  Duff,  Longyear,  and  Wenning  approve  of  the 
position  taken  by  the  author  of  a  paper  on  an  obstetric  question,  it  is 
a  circumstance  of  great  significance.  There  are  one  or  two  points 
that  I  wish  further  to  speak  of,  but  in  so  doing  I  will  be  brief.  In 
the  paper  I  alluded  particularly  to  the  propriety  of  producing  pre- 
mature labor  before  the  eclamptic  seizure,  and  mentioned  the  fact  that 
I  had  done  it  myself  a  number  of  times  with  excellent  results.  This 
possibly  escaped  Dr.  Longyear's  attention. 

Dr.  Chase  referred  to  statistics  I  wish  to  say  that  I  tried  to  avoid 
a  discussion  of  statistics,  or  the  reports  of  cases,  or  anything  that 
would  materially  lengthen  a  subject  which  in  itself  would  be  neces- 
sarily somewhat  lengthy.  We  all  know  that  statistics  are  easily  turned 
in  one  direction  or  another,  and  sometimes  very  definite  conclusions 
cannot  be  drawn  from  them.  Nevertheless,  they  have  a  value  in  deter- 
mining certain  points,  and  I  hope  something  may  be  done  to  reduce 
some  of  those  relating  to  puerperal  eclampsia  to  mathematical  pre- 
cision on  the  lines  indicated  by  Dr.  Chase. 

With  reference  to  the  dangers  of  veratrum  viride,  permit  me  to  say 
that  I  have  not  seen  fatal  results  following  its  use  when  administered 
by  skilful  hands ;  but  I  do  believe  women  are  frequently  a  long  time 
in  recovering  from  its  effects,  and  again  that  it  often  produces  a  had 
effect  upon  the  fetus. 

The  case  related  by  Dr.  Wenning,  with  reference  to  the  prolonged 
condition  of  post-partum  eclampsia  without  albumin,  is  a  most  inter- 
esting one.  I  touched  upon  that  subject  in  the  paper  also — namely, 
that  albuminuria  in  itself  had  very  little  absolute  significance,  except 
that  it  was  a  danger  signal  to  put  us  on  our  watchful  guard.  The 
question  of  urea,  whicli  was  alluded  to  so  intelligently  by  Dr.  Stover, 
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is  a  still  more  important  one,  in  my  opinion.  It  is  in  this  direction 
that  we  must  make  further  study  and  progress. 

The  President  certainly  touched  upon  a  very  important  feature  of 
the  subject — namely,  that  when  a  young  girl  has  had  one  of  the  ex- 
anthematous  fevers  she  is  especially  liable  by  reason  of  a  nephritis  of 
sequence  to  have  an  eclamptic  seizure  in  later  years,  aud  an  inquiry 
into  her  history  will  be  a  very  inportant  guide  as  to  what  we  may  do 
in  regard  to  treatment ;  especially  will  it  be  a  factor  in  determining 
early  the  propriety  of  the  induction  of  premature  labor.  This  is  a 
point,  I  apprehend,  which  is  too  frequently  unrecognized  and  which 
we  must  acknowledge  is  one  of  great  moment. 

Now,  with  reference  to  always  insisting  upon  the  induction  of  labor, 
and  that  violently,  I  cannot  believe  that  any  gentleman  here  would 
infer  from  what  I  have  said  that  I  would  advise  that  the  uterus  be 
invaded  always,  immediately  and  suddenly,  with  a  view  to  emptying 
it  of  its  contents.  If  eclampsia  comes  on  for  some  time  previous  to  term, 
we  may  take  time.  We  may  introduce  an  aseptic  bougie  to  the  fundus, 
and  wait,  but  we  must  proceed  nevertheless  to  do  something  promptly 
and  not  coquette  with  tentative  measures.  The  medicinal  treatment 
of  eclampsia,  so  often  insisted  upon  in  text-books  and  in  the  lecture- 
room,  frequently  betrays  into  over-confidence  in  secondary  means,  and 
the  halcyon  moment  is  lost  when  life  might  have  been  saved  by  a  more 
definite  teaching  as  to  the  propriety  of  emptying  the  uterus.  I  do 
not  think  intelligent  physicians  should  misunderstand  each  other  any 
longer  on  that  phase  of  the  subject. 

In  the  antepartum  variety,  then,  we  may  take  time  ;  but  in  the  in- 
trapartum variety  of  eclampsia,  with  convulsion  following  convulsion 
in  rapid  succession,  and  all  the  urgent  symptoms  attending  the  con- 
vulsive movements  or  seizures,  we  are  stimulated  to  act  promptly.  It 
is  in  these  cases  that  the  cervix  should  be  dilated  by  means  of  a  steel 
dilator  or  fingers  and  hand,  and,  if  necessary,  forceps  applied  and 
the  fetus  delivered.  I  have  done  this  within  a  period  of  three  hours 
from  beginning  to  end,  where  there  were  no  previous  signs  of  labor, 
and  with  very  pleasant  consecutive  results  to  both  mother  and  fetus, 
without  laceration  of  the  cervix,  and,  indeed,  without  any  secondary 
unfavorable  symptoms. 

I  observe  there  is  such  diversity  of  teaching  in  regard  to  the  man- 
agement of  puerperal  eclampsia  that  it  seems  to  me  quite  time  for 
obstetricians  to  agree  upon  principles,  since  surely  these  may  be  suffi- 
ciently fixed  and  determined  to  justify  such  agreement,  even  though 
we  may  still  differ  as  to  details.  It  is  for  this  reason  that  I  have  set 
forth  my  views  in  the  paper  presented  today. 
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At  the  annual  meeting  of  this  Association  held  at  Richmond  last 
year  I  read  a  paper  entitled  "  The  Treatment  of  Puerperal  Infec- 
tion," in  which  I  reported  two  cases  of  puerperal  infection  success- 
fully treated  by  the  use  of  diphtheria  antitoxin  serum.  Since  the 
report  of  those  cases,  believing  that  diphtheritic  puerperal  infec- 
tion had  not  been  heretofore  sufficiently  recognized  as  such,  I  have 
had,  and  taken  advantage  of,  the  opportunity  of  extending  the  line 
of  investigation  suggested  by  them  to  the  extent  of  proving  that, 
in  the  city  of  Detroit  at  least,  the  Klebs-Loffler  bacillus  is  a  most 
important  factor  in  the  etiology  of  puerperal  infection.  The  cases 
which  are  herewith  reported  comprise  only  those  in  which  the  diag- 
nosis of  diphtheria  was  proved  by  cultures  made  from  the  matter 
taken  from  the  genital  tract,  and  submitted  to  the  bacteriologist  of 
the  Health  Board  of  Detroit.  The  cultures  were  all  carefully 
made,  the  culture-tubes  prepared  by  the  Health  Board  for  this 
purpose  used,  and  the  infectious  material  taken,  through  a  specu- 
lum, from  the  mouth  of  the  uterus. 

A  number  of  cases  came  under  my  observation  in  which  the 
bacteriological  examinations  indicated  other  sources  of  infection  ; 
but  as  a  report  of  them  would  only  add  to  the  length  of  the  paper, 
without  materially  increasing  its  value  or  interest,  they  will  not  be 
here  recorded.  I  also  treated  one  other  case  with  Dr.  James  Ca- 
halan,  of  Wyandotte,  Michigan,  in  which  the  infection  occurred 
toward  the  end  of  the  second  week  after  confinement,  when  all  the 
indications  pointed  to  diphtheria  as  its  origin,  and  in  which  the 
diphtheria  antitoxin  serum  was  successfully  used ;  but  as  the  diag- 
nosis was  not  proved  by  bacteriological  examination,  and  its 
scientific  value  thus  lost,  it  will  not  be  reported  in  detail.    As  all 
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the  cases  here  detailed  were  observed  by  nie  in  the  capacity  of 
consultant,  I  have  requested  reports  from  each  of  the  physicians 
who  had  the  immediate  charge  of  the  patients,  and  will  give  the 
reports  as  received  from  them. 

Case  I. — Reported  by  Dr.  Mary  E.  Walker,  senior  house  phy- 
sician of  the  Woman's  Hospital,  Detroit.  Hattie  B.,  aged  sixteen 
years,  American,  primipara,  was  confined  January  14th  at  the 
Woman's  Hospital.  Labor  normal ;  perineum  lacerated.  Jan- 
uary 20th  :  Temperature  reached  104°  at  8  p.m.  Left  breast  was 
painful  and  swollen.  Temperature  ranged  between  that  and 
100.5°  until  January  22d,  when  patient  complained  of  sore-throat. 
Left  tonsil  showed  patches.  A  culture  was  made  and  sent  to  the 
Health  Office,  which  reported  Klebs-Loffler  bacilli.  January 
22d :  Morning  temperature  100.5°,  pulse  95  ;  evening  tempera- 
ture 104.2°,  pulse  108.  January  23d  :  Patient  was  sent  to  Har- 
per Hospital.  Patient  was  discharged  from  Harper  Hospital 
January  29th.  After  her  return  to  the  Woman's  Hospital  tem- 
perature was  103.4°,  pulse  115.  Quinia  gr.  x.  and  whiskey  Sj 
given.  Evening  temperature  104.6°,  pulse  102.  January  30th  : 
Morning  temperature  104.8°,  pulse  112.  Vaginal  examination 
showed  membranous  exudate  on  vaginal  wall  and  on  cervix  uteri. 
At  Dr.  Longyear's  direction  a  culture  was  made  and  sent  to  the 
Health  Office,  which  reported  the  Klebs-Loffler  bacilli.  Quinia 
sulphate  gr.  v  given  every  three  hours  till  gr.  xxx  given.  Com- 
pound cathartic  pills  No.  ii.  given.  Bichloride  douche  1 : 2000 
used.  Bowels  moved  freely.  Evening  temperature  103.6°, 
pulse  112.  Diphtheria  antitoxin  serum  (1500  units)  injected 
into  gluteal  muscles.  Miduight  temperature  100.6°,  pulse  96. 
January  31st:  Morning  temperature  99.6°,  pulse  84;  evening 
temperature  101.4°,  pulse  96.  February  1st:  Morning  temper- 
ature 100°,  pulse  88  ;  evening  temperature  103.2°,  pulse  98.  Feb- 
ruary 2d  :  Morning  temperature  100°,  pulse  84  ;  evening  temper- 
ature 103.6°,  pulse  100.  Bichloride  douche  1:  2000  given  daily. 
February  3d:  Morning  temperature  100.8°,  pulse  98;  breast 
abscess  opened  and  much  pus  discharged ;  evening  temperature 
99.6°,  pulse  84.  The  vaginal  membrane  disappeared  and  the 
temperature  came  down  gradually.  Patient  was  sent  to  the  con- 
valescent ward  February  6th  in  fair  condition. 

Case  II. — Reported  by  Dr.  L.  J.  Leunox,  Detroit.  Mrs. 
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B.,  aged  twenty-four  years,  confined  February  15,  1897.  Normal 
labor,  prolonged  second  stage ;  gave  chloroform  and  delivered 
with  forceps ;  unilateral  laceration  of  cervix,  but  noue  of  the  peri- 
neum or  vagina.  Everything  progressed  very  favorably  uutil  the 
middle  of  the  fourth  day,  when  patient  was  taken  with  a  very 
severe  chill,  which  lasted  one  hour ;  in  fact,  it  was  so  severe  that 
it  resembled  a  convulsion.  Temperature  was  101°  at  noon,  and 
in  the  evening  103.6°.  I  then  curetted  the  uterus  and  washed  it 
out  with  sterilized  water,  and  also  with  iodine  solution,  one  drachm 
to  the  pint.  On  the  fifth  day  temperature  101°;  slight  chill  at 
noon  ;  washed  out  uterus  as  before.  On  the  sixth  day  temperature 
100.8°  ;  at  noon  a  slight  chill  ;  evening  temperature  102°,  pulse 
120.  On  the  seventh  day  temperature  102.8°  ;  at  noon  a  more 
severe  chill  occurred.  Called  Dr.  Longyear  in  consultation  in  the 
evening.  The  Doctor  examined  and  swabbed  out  the  uterus  with 
iodine  and  carbolic  acid,  used  douche,  and  put  in  drainage-tube. 
Sent  a  culture-tube  with  discharge  taken  from  cervix  to  the  Board 
of  Health.  The  same  night,  believing  that  the  infection  was  prob- 
ably of  streptococcus  origin,  I  gave  antistreptococcic  serum,  and 
used  two  ounces  during  the  following  thirty-six  hours ;  no  im- 
provement, and  on  the  ninth  day  the  patient  died.  Did  not  get 
report  from  the  Health  Board  uutil  the  morning  of  the  ninth  day, 
after  the  death  of  the  patient,  which  report  was  that  the  specimen 
showed  pure  Klebs-Lo  flier  bacilli. 

Case  III. — Reported  by  Dr.  Mary  E.  Walker,  senior  house 
physician  at  the  Woman's  Hospital,  Detroit.  Mrs.  Annie  O'B., 
aged  twenty-four  years,  Irish,  primipara,  was  confined  in  the 
emergency  ward  of  the  Woman's  Hospital  March  27th.  Labor 
normal;  perineum  ruptured  and  repaired  by  three  silkworm-gut 
sutures  ;  child  in  good  condition.  Before  labor  temperature  and 
pulse  normal  ;  after,  temperature  was  100.6°,  pulse  90.  During 
first  six  days  after  labor  temperature  was  higher  at  night  than  in 
the  morning,  however  not  going  above  100.8°,  morning  99°. 
April  3d:  Morning  temperature  99.8°,  pulse  100;  7  p.m.,  tem- 
perature 102.6°,  pulse  84.  Quinia  sulphate  gr.  x,  spirits  fru- 
menri  5j.  10  p.m.,  temperature  103.4°  ;  acetauilid  gr.  viij,  and 
cathartic  mixture  Sj.  April  4th;  Morning  temperature  99.6°, 
pulse  112.  Patient  complained  of  soreness  across  the  abdomen, 
which  was  relieved  by  turpentine  stupes.    Vaginal  examination 
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showed  the  cervix  and  vaginal  erosions  covered  with  a  thick, 
grayish-white  membrane.  At  Dr.  Longyear's  direction  a  culture 
was  taken  from  the  cervix,  which  was  reported  by  the  Health 
Office  to  be  almost  pure  Klebs-Loffler.  Hydrogen  peroxide  5ij 
was  injected  into  the  vagina  every  two  hours.  Cathartic  mixture 
5ij  every  two  hours  until  effectual.  11  a.m.,  temperature  101°; 
acetauilicl  gr.  viij  given,  and  douche  1  : 5000  bichloride  of  mer- 
cury used.  2  p.m.,  temperature  103°,  pulse  120 ;  5  p.m.,  temper- 
ature 102.4°,  pulse  112  ;  1500  units  of  diphtheria  antitoxin  serum 
injected  into  the  gluteal  muscles.  8  p.m.,  temperature  and  pulse 
normal;  slept  well.  April  5th:  Morning  temperature  100.2°, 
N  pulse  100.  Patient  complained  of  abdominal  pain ;  turpentine 
stupes  applied.  Bichloride  douche  1  :  5000  given  three  times 
daily.  Patient  transferred  to  isolation  ward.  Evening  temper- 
ature 102.4°,  pulse  96;  1500  units  diphtheria  antitoxin  serum 
injected  into  the  gluteal  muscles  ;  slept  well.  April  6th  :  Morn- 
ing temperature  101.4°,  pulse  120.  At  Dr.  Manton's  direction 
milk  with  whiskey  §ss  given  every  two  hours,  protonuclein  gr.  v 
three  times  daily,  and  quinia  gr.  viij  at  night.  This  medication 
was  carried  on  as  long  as  patient  remained  in  isolation  ward. 
8  p.m.,  temperature  100.2°,  pulse  112.  Blue  mass  gr.  viij,  cal- 
omel gr.  ij,  sodium  bicarbonate  gr.  ij,  extract  rhubarb  gr.  ij 
given.  Patient  slept  well  most  of  the  night.  April  7th  :  Morn- 
ing temperature  102.8°,  pulse  76;  evening  temperature  100.6°, 
pulse  104.  April  8th  :  Morning  temperature  100°,  pulse  96  ; 
evening  temperature  99.4°,  pulse  100.  Temperature  fell,  and  on 
April  10th  was  normal.  April  11th:  Culture  made  from  vaginal 
mucous  membrane,  which  proved  to  be  negative ;  lochia  purulent ; 
patient  sitting  up.    April  12th  :  Transferred  to  emergency  ward. 

It  may  be  interesting  to  note  that  April  15th  patient's  temper- 
ature reached  102°  in  the  evening.  April  19th  :  Complained  of 
severe  pain  in  side  (pleuritic  in  character),  relieved  by  painting 
with  iodine.  April  22d  :  The  breathing  was  very  quick  and 
labored;  evening  temperature  104°,  pulse  112.  There  were  no 
symptoms  on  the  part  of  the  reproductive  organs.  Temperature 
varied  from  2°  to  3°  between  morning  and  evening.  Patient 
developed  cough.  Was  discharged  May  19th.  Tubercle  bacilli 
were  found  in  the  sputum. 

Case  IV. — Reported  by  Dr.  Mary  E.  Walker,  senior  house 
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physician  of  the  Woman's  Hospital,  Detroit.  Sophie  von  R.,  aged 
nineteen  years,  American,  primipara,  entered  the  emergency  ward  at 
the  Woman's  Hospital  some  weeks  before  confinement,  which  oc- 
curred March  29,  1897.  Labor  normal,  no  laceration  ;  pulse  and 
temperature  normal  both  before  and  after  delivery.  March  30th  : 
Complained  of  abdominal  pain,  which  was  relieved  by  applications 
of  heat.  April  1st :  Evening  temperature  99.2°,  pulse  80.  April 
2d  :  Morning  temperature  99.2°,  pulse  96  ;  evening  temperature 
100°,  pulse  72.  April  3d  (fourth  day)  :  Morning  temperature 
99.6°,  pulse  90.  Patient  complained  of  pain  in  her  back  during 
the  day.  8  p.m.,  temperature  104.2°,  pulse  108.  Carbolized 
douche  used  and  quinine  and  whiskey  given.  Complained  of 
great  pain  in  the  back  and  abdomen.  Turpentine  stupes  applied. 
9.30  p.m.,  vomited.  10  p.m.,  temperature  104.4°.  Acetanilid 
gr.  viij,  and  cathartic  mixture  §j,  given;  no  effect  on  bowels. 
April  4th  :  4  a.m.,  temperature  100.6°,  pulse  112.  8  a.m., 
patient  had  slight  chill  j  temperature  rose  to  104°,  pulse  120, 
lochia  diminished.  11  a.m.,  temperature  105°.  Quinia  sulphate 
gr.  x,  whiskey  Sj,  cathartic  mixture  Sjss.  By  direction  of  Dr. 
Longyear  examination  was  made,  and  the  cervix  uteri  and  several 
tears  in  the  mucous  membrane  of  vagina  were  found  to  be  covered 
with  a  grayish-white  membrane.  Culture  made,  which  was  re- 
ported by  the  Health  Office  to  contain  Klebs-Loffler  bacilli  and 
streptococci.  11  a.m.,  1:5000  mercuric  chloride  intrauterine 
douche  given.  Hydrogen  peroxide  5ij  injected  into  the  vagina 
every  two  hours.  2  p.m.,  temperature  105.4°,  pulse  144.  Mag- 
nesium sulphate  S'j  given  in  rectal  injection.  Acetanilid  gr.  viij, 
tincture  digitalis  hlxx  given.  4  p.m.,  temperature  103.2°,  pulse 
112.  5  p.m.,  antidiphtheritic  serum,  units  1500,  injected  into 
gluteal  muscles.  8  p.m.,  temperature  100.6°,  pulse  112.  Mid- 
night temperature  100°,  pulse  104.  Patient  had  little  sleep. 
Bowels  moved  several  times  during  the  night ;  stools  yellow,  very 
loose,  contained  much  mucus.  April  5th  :  Morning  temperature 
103°,  pulse  122.  Tongue  coated,  patient  feeling  very  weak. 
Bimanual  examination  revealed  tenderness  and  swelling  in  left  ova- 
rian region.  Acetanilid  gr.  viij,  and  whiskey  Sj.  Bichloride 
douche  used.  4  p.m.,  temperature  105.2°,  pulse  120;  1500 
units  antidiphheritic  serum  injected  into  gluteal  muscles.  Even- 
ing temperature  104°,  pulse  120.    Patient  transferred  to  isolation 
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ward.  April  6th  :  Morning  temperature  102°,  pulse  120.  Pa- 
tient slept  well.  Bichloride  douche  1  : 5000  three  times  daily. 
By  Dr.  Manton's  direction,  protonucleiu  gr.  v  three  times  daily ; 
whiskey  oj,  and  milk  every  two  hours.  Quinia  sulphate  gr.  viij, 
and  phenacetin  gr.  v,  at  night.  Evening  temperature  103.2,  pulse 
112.  Blue  mass  gr.  vj,  and  calomel  gr.  ij,  given ;  effectual. 
April  7th :  Passed  a  good  night.  Morning  temperature  100.4°, 
pulse  96  ;  evening  temperature  100  6°,  pulse  100.  April  8th  : 
Slept  well.  Morning  temperature  98.4°,  pulse  96;  evening  tem- 
perature 99.8°,  pulse  100.  April  9th  :  Morning  temperature  99°, 
pulse  96  ;  evening  temperature  103.4°,  pulse  100.  Complained 
of  intense  pain  in  the  abdomen.  Breathing  rapid  and  painful  ; 
very  restless.  April  10th  :  Morning  temperature  102°,  pulse 
104;  evening  temperature  103.2°,  pulse  120.  Passed  a  hard 
night ;  much  pain  in  the  abdomen.  Turpentine  stupes  applied. 
April  11th :  Morning  temperature  100°,  pulse  120.  Culture 
taken  from  membrane  of  cervix  aud  vagina ;  no  growth.  Even- 
ing temperature  103.2°,  pulse  104.  April  12th:  Morning  tem- 
perature 103°,  pulse  120.  Much  pain  across  abdomen;  relieved 
by  stupes.  Evening  temperature  102.8°,  pulse  120.  April 
13th  :  Morning  temperature  101.2°,  pulse  110.  Temperature 
rose  steadily  until  2  p.m.,  when  it  reached  105.8°,  pulse  124.  At 
11  p.m.  temperature  104.6°,  pulse  128.  Quinia  bisulphate  bath 
given,  which  reduced  temperature  to  102°.  April  14th  :  Rested 
fairly  well  and  took  nourishment  well  during  the  night.  Morn- 
ing temperature  98.6°,  pulse  110;  evening  temperature  102.4°, 
pulse  112.  Patieut  passed  a  good  night.  April  15th  :  Morning 
temperature  100.8°,  pulse  108  ;  evening  temperature  98.8°,  pulse 
100.  April  16th  :  Temperature  normal.  Patient  gained  strength 
rapidly.  April  17th  :  Transferred  to  emergency  ward.  Dis- 
charged May  4th  in  good  condition. 

Case  V.— Reported  by  Dr.  B.  R.  Hoyt,  Detroit.  Mrs.  H. 
was  delivered  by  a  midwife,  April  12,  1897,  of  her  seventh  child. 
I  was  called  on  April  20th,  and  found  well-defined  septicemia 
present,  with  a  temperature  of  103°.  Curetted  the  uterus  and 
washed  it  out  with  carbolized  water.  April  21st :  Curetted  it 
again  and  washed  the  uterine  cavity  with  solution  of  permanga- 
nate of  potassium.  Temperature  continued  high — 103°.  On 
April  23d  I  called  Dr.  Longyear,  who  made  a  culture  and  re- 
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moved  a  patch  of  diphtheritic  membrane  from  the  cervix,  applied 
iodiue  and  carbolic  acid  to  the  uterine  cavity,  and  irrigated  with 
bichloride  solution.  Evening  temperature  104°.  April  24th : 
The  bacteriologist  of  the  Health  Board  reported  the  culture  to  con- 
tain Klebs-Loffler  bacilli.  Diphtheria  antitoxin  serum,  1500  units, 
injected  into  the  muscles  of  the  thigh.  Repealed  injection  April 
25th.  April  26th  and  27th,  temperature  was  normal.  April 
28th,  high  temperature  returned,  evidently  due  to  phlebitis  of  left 
leg.  The  inflammation  of  the  genital  tract  subsided  completely 
and  gave  no  further  trouble.  The  inflammation  of  the  veins 
developed  into  an  aggravated  form  of  suppurative  phlegmasia. 
May  17th  Dr.  Longyear  was  again  called.  A  small  abscess  under 
the  knee  was  opened  and  the  pus  submitted  to  the  bacteriologist 
of  the  Health  Board,  who  reported  it  to  contain  streptococci. 
During  the  next  three  days  three  doses  of  streptococcus  anitoxin 
serum  were  injected  into  the  gluteal  region,  but  no  change  in  the 
febrile  conditions  was  produced.  Marked  depression  followed 
each  injection  to  such  an  extent  that  the  patient  refused  to  follow 
the  treatment.  June  5th  :  Acute  phlebitis  began  in  the  opposite 
leg,  resulting  in  the  development  of  a  number  of  small  abscesses, 
which  were  opened  from  time  to  time.  The  febrile  symptoms  con- 
tinued with  marked  persistency  for  nearly  two  weeks  more,  severe 
chills  and  high  temperaure  following  each  other  with  more  or  less 
regularity.  The  temperature  reached  the  normal  point  on  June 
18th,  and  remained  so,  and  the  swollen  leg  rapidly  regained  its 
natural  size.  The  treatment  consisted  principally  in  the  use  of 
bisulphate  of  quinia,  ten-grain  suppositories,  and  the  application  of 
poultices. 

Case  VI. — Reported  by  Dr.  L.  J.  Lennox,  Detroit.  Mrs. 
H. ,  aged  twenty-one  years,  confined  April  23,  1897.  Xatural 
labor.  Did  not  use  forceps,  but  cervix  and  perineum  were  lacer- 
ated. I  repaired  the  perineum  at  once,  and  everything  pro- 
gressed favorably  until  the  end  of  the  fourth  day,  when  she  was 
taken  with  a  chill,  and  on  the  fifth  day  the  temperature  was  103°, 
pulse  120.  Curetted  uterus  and  washed  out  with  sterilized  water 
and  iodine  solution  one  drachm  to  the  pint;  cauterized  cervix  with 
pure  carbolic.  On  the  evening  of  the  fifth  day  temperature  was 
104°,  pulse  136.  On  the  sixth  day  temperature  ranged  from 
101°  to  104°,  pulse  108  to  120.    Seventh  day,  temperature  100° 
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to  104°,  pulse  106  to  116.  Eighth  day,  no  improvement.  On 
ninth  day,  or  after  fever  had  ruu  four  days,  I  gave  diphtheria  an- 
titoxin, 1500  units;  temperature  101°  to  103°,  pulse  112  to  118. 
On  tenth  day,  or  sixth  day  of  fever,  gave  1500  units  more  of  the 
antitoxin;  temperature  101°  to  103.6°,  pulse  110  to  118.  On 
the  eleventh  day,  or  seventh  day  of  fever  and  second  day  after 
antitoxin,  temperature  100°  to  102.8°,  pulse  96  to  108.  On  the 
twelfth  day,  or  eighth  day  of  fever  and  third  day  after  commenc- 
ing antitoxin,  temperature  99.2°  to  100.4°,  pulse  86  to  96.  Fourth 
day  after  antitoxiu,  temperature  and  pulse  still  less,  and  improve- 
ment uninterrupted  until  patient  was  well.  On  the  first  day  of 
fever,  by  advice  of  Dr.  Longyear  (who  did  not  see  the  patient,  as 
he  was  just  leaving  the  city  when  I  called  in  to  see  him  about  her), 
I  sent  a  tube  charged  with  matter  taken  from  the  cervix  to  the 
Health  Board,  from  which  I  received  a  report  on  the  second  day, 
which  was  that  it  contained  Klebs-Loffler  bacilli,  but  not  many  and 
not  very  active,  but  no  streptococci.  Consequently  I  did  not  use 
the  antitoxin  for  two  days  more.  Then,  seeing  that  the  patient 
was  getting  worse  and  not  better,  I  gave  the  diphtheria  antitoxin, 
and  on  the  second  day  improvement  began  and  continued. 

These  cases  are  presented  principally  as  a  contribution  to  the 
etiology  of  puerperal  infection,  the  details  of  treatment  noted  in 
each  case  being  only  incidental  to  the  faithful  report  of  them. 
However,  the  lesson  which  they  teach  leads  to  the  consideration 
of  important  therapeutic  questions.  One  of  the  most  important  of 
these  is  that  of  the  common  practice  of  curetting  in  all  cases  of  in- 
fection. Is  it  good  practice  to  curette  in  diphtheria,  either  of  the 
throat  or  of  the  vagina  and  uterus,  or  in  any  infectious  disease  at- 
tended by  membranous  exudate?  If  not,  then  in  all  cases  of  puer- 
peral infection  is  it  not  wise  to  defer  that  operation  until  the  true 
diagnosis  can  be  determined  by  bacteriological  examination?  The 
indiscriminate  use  of  the  curette,  when  applied  to  cases  of  simple 
infection  from  any  cause,  without  retention  of  secundines,  is  pro- 
ductive of  much  mischief,  and  should  be  considered  reprehensible 
practice.  The  dull  curette  may,  in  skilful  bauds,  be  used  inside 
the  puerperal  uterus  without  doing  injury,  but  I  doubt  if  the  sharp 
curette  is  a  safe  instrument  for  any  one  to  use  in  such  a  uterus, 
with  its  soft,  velvety  lining  presenting  many  crypts  and  folds. 
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Serum-therapy,  which  is  accomplishing  so  much  in  the  reduction 
of  the  mortality  in  the  usual  forms  of  diphtheria,  is  also  indicated 
in  this  form  of  the  disease,  and  should  be  administered  at  the  ear- 
liest possible  moment.  Nuclein  may  also  be  administered,  and 
local  applications  and  washes,  as  indicated,  used,  but  the  main  re- 
liance should  be  placed  on  the  antidiphtheritic  serum.  The  disease 
does  not  usually  progress  so  rapidly  as  to  make  dangerous  the  delay 
of  the  twenty-four  hours  necessary  in  which  to  make  a  diagnosis 
by  culture,  but  occasionally  a  case  will  arise  in  which  this  delay 
may  become  dangerous,  as  is  well  illustrated  in  the  report  of  Case 
II.,  which,  I  believe,  would  have  been  saved  if  the  antidiphther- 
itic serum  had  been  used  intsead  of  antistreptococcic  serum.  If 
diphtheria  is  prevalent  in  a  community,  and  a  reliable  serum  can 
be  obtained,  I  would  advise  its  administration  in  such  a  case,  even 
if  warranted  by  only  a  fair  clinical  diagnosis,  as  the  pure  anti- 
diphtheritic  serum  is  usually  entirely  harmless,  and  can  be  used,  as 
in  the  ordinary  form  of  the  disease,  in  conjunction  with  other  rem- 
edies as  indicated.  Valuable  time  may  thus  be  saved,  and,  on  the 
other  hand,  no  harm  results  if  the  culture,  on  the  following  day, 
reveals  no  Klebs-Loffler  bacilli  present.  The  cases  of  mixed  in- 
fection (usually  Klebs-Loffler  and  streptococcus),  I  believe,  should 
be  first  given  the  antidiphtheritic  serum,  as  this  usually  accom- 
plishes its  work  in  from  twenty-four  to  forty-eight  hours,  and 
then,  if  the  symptoms  persist,  the  use  of  the  antistreptococcic 
serum,  if  indicated,  should  be  begun.  Cases  IV.  and  V.  illus- 
trate this  point  as  regards  the  mixed  infection  and  the  continuation 
of  the  febrile  action  after  the  subsidence  of  the  diphtheritic  mani- 
festations. Proiouuclein,  quinine,  and  whiskey  were  used  with 
apparent  good  effect  in  combatiDg  the  streptococcic  toxin  in  Case 
IV.,  while  in  Case  V.  the  use  of  the  antistreptococcic  serum  was 
not  begun  until  after  suppuration  had  occurred,  and  then  only  im- 
perfectly used,  so  that  I  have  not  yet  had  an  opportunity  to  fully 
test  the  combined  serum  treatment.  The  frequent  applications  of 
hydrogen  peroxide  to  the  patches  of  membrane  in  the  vagina  I 
have  found  to  be  exceedingly  satisfactory.  I  use  the  full-strength 
solution  and  direct  that  two  drachms  be  injected  into  the  vagina 
every  two  hours.  I  usually  swab  out  the  uterus  with  a  mixture 
of  iodine  and  carbolic  acid  at  the  beginning  of  treatment.  If  flexion 
of  the  cervix  be  present,  or  the  free  drainage  of  the  uterine  cavity 
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is  otherwise  interfered  with,  a  drainage-tube  is  used.  The  uterus 
may  be  irrigated  several  times  a  day  with  any  of  the  usual  antiseptic 
solutions,  but  all  manipulations  should  be  made  as  gently  as  possi- 
ble, so  as  to  avoid  abraiding  surfaces,  which  will  furnish  new  areas 
for  absorption. 

Reports  from  health  departments  of  many  of  the  large  cities  of 
this  country,  as  well  as  from  numerous  rural  localities,  indicate  an 
unusual  prevalence  of  diphtheria  during  the  last  year,  and  it  may 
be  argued  that  such  prevalence  in  the  city  of  Detroit  may  have 
resulted  in  an  unusual  and  unique  extension  of  the  disease  into  the 
puerperal  field.  It  may  be  so,  but  I  believe  that  critical  examina- 
tion of  all  cases  of  puerperal  infection  occurring  in  localities  in 
which  diphtheria  exists  will  reveal  many  such  cases  as  those 
which  I  have  reported.  The  midwife — who  is  often  the  first  to 
examine  the  sick  child  among  the  poor — and  the  general  practi- 
tioner should  be  especially  warned  regarding  the  danger  from  this 
source  of  infection. 

The  conditions  of  the  genital  tract  following  parturition  are  such 
as  furnish  the  most  favorable  soil  for  the  growth  of  these  germs, 
so  that  it  behooves  the  accoucheur  to  exert  that  eternal  vigilance — 
than  which  none  should  be  greater  than  in  his  calling — so  that  he 
shall  not  place  the  seed  of  death  within  this  portal  of  life. 


THE  SOURCE  OF  PUERPERAL  SEPSIS. 
By  JOHN  MILTON  DUFF,  M.D., 

PlTTSBl'RG. 


The  source  of  puerperal  sepsis  is  giveu  by  the  authorities  as 
"contagion  from  a  woman  similarly  affected,  from  suppurating 
or  decaying  tissues,  from  putrefying  substances  within  or  without 
the  body,  and  from  zymotic  diseases,  especially  erysipelas  and 
diphtheria." 

The  exact  source  in  any  given  case  it  is  not  always  easy  to  deter- 
mine. In  fact,  sometimes  after  the  most  patient  and  careful  re- 
search we  are  unable  to  find  even  a  probable  source.  In  a  large 
proportion  of  cases,  however,  a  careful  inquiry  will  be  rewarded 
with  the  revelation  of  a  source.  When  found  it  generally  proves 
to  be  one  which  could  have  been  avoided. 

Aseptic  midwifery  has  done  much  to  prevent  "  puerperal  sepsis  " 
and  consequently  to  lower  the  rate  of  mortality  following  child- 
birth. Sepsis  does  occur,  however,  quite  frequently  at  the  present 
time,  and  sometimes,  indeed,  in  the  practice  of  competent  and  care- 
ful practitioners.  I  think  we  should  always  be  careful,  especially 
in  an  association  such  as  this  one,  lest  we  are  too  radical  in  our 
expressions,  and  thereby  do  an  injustice  to  worthy  practitioners.  I 
have  heard  and  read  remarks  by  members  of  the  profession  in  sen- 
timent expressing  the  opinion  that  "  the  accoucheur  who  was  so 
unfortunate  as  to  have  a  case  of  puerperal  sepsis  occur  in  his  ob- 
stetric work  was  guilty  of  malpractice."  Such  expressions,  I 
think,  are  extravagant  and  are  not  warranted  by  our  present 
knowledge  and  experience.  Sepsis  does  occur  sometimes,  despite 
the  best  efforts  of  the  practitioner  to  prevent  it.  This  fact  should 
not,  however,  be  an  excuse  for  a  neglect  of  the  strictest  possible 
antiseptic  or  aseptic  precautions.  I  do  believe  that  when  a  prac- 
titioner attends  a  woman  without  giving  her  the  benefit  of  aseptic 
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precautious  he  is  guilty  of  malpractice.  Oue  is  surprised,  how- 
ever, to  find  so  many  presumably  reputable  physicians  who  do  not 
practise  scientific  asepsis.  While,  as  I  have  said,  I  believe  puer- 
peral sepsis  cannot  always  be  prevented,  I  do  believe  that  with 
ideal  surroundings,  with  a  careful  and  skilful  physician,  supple- 
mented by  an  educated  and  conscientious  nurse,  the  number  of 
cases  can  be  reduced  to  a  minimum.  Numerous  examples  in  proof 
of  this  are  known  to  all  of  us ;  a  shining  one  is  that  of  the  results 
obtained  by  our  honored  Fellow  and  ex-President,  Dr.  Joseph 
Price,  while  he  was  in  charge  of  the  Preston  Retreat  at  Phila- 
delphia. 

I  think  my  observations  teach  me  that,  while  on  the  one  hand 
there  is  no  attempt  at  aseptic  or  antiseptic  precautions,  there  is  fre- 
quently too  much  reliance  placed  upon  antiseptics.  As,  for  in- 
stance, a  well-known  member  of  the  profession  said  in  my  hearing 
a  short  time  ago  that  he  felt  perfectly  safe  in  going  to  attend  a  case 
of  labor  after  waiting  upon  a  case  of  erysipelas  or  diphtheria,  if  he 
washed  his  hands  well  in  a  strong  bichloride  solution.  I  think 
his  patients  would  be  safer  if  he  went  to  them  under  such  circum- 
stances with  a  fear  and  trembling  which  would  cause  him  to  per- 
form further  ablutions  if  possible. 

The  sources  of  sepsis  should,  therefore,  be  avoided  as  far  as 
within  our  power. 

Without  discussing  at  length  the  different  known  sources  of  in- 
fection or  defining  the  varieties  of  sepsis,  I  will  attain  my  object 
perhaps  best  by  reporting,  as  concisely  as  I  can,  the  last  fifty  cases 
of  puerperal  sepsis  I  have  seen.  In  doing  so,  for  what  I  consider 
prudential  reasons,  I  will  omit  names  and  dates,  as  well  as  all  his- 
tory of  the  cases  except  in  relation  to  the  probable  source  of  the 
disease. 

Case  I.  Sapremia. — Seen  first  by  me  on  the  twelfth  day  after 
labor.  Her  physician  assured  me  he  had  examined  the  placenta 
carefully,  and  was  confident  it  was  delivered  intact.  Notwith- 
standing this  I  removed  a  piece  of  placental  tissue  one-third  of  an 
inch  thick,  two  inches  wide,  and  three  inches  long.  (Recovery.) 
Although  I  am  not  positive,  yet  I  believe  the  assertion  of  the  phy- 
sician in  charge  was  correct.  On  account  of  the  putrefactive 
changes  I  could  not  determine  whether  this  was  a  piece  of  the  true 
placenta  or  an  accessory  growth.     I  believe  it  was  the  latter. 
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Accessory  growths  of  the  placenta  are  more  common  than  we 
realize  and  are  quite  frequently  the  source  of  a  sapremia.  I 
know  of  an  estimable  lady  who  died  from  sepsis  two  years  ago  in 
which  the  autopsy  revealed  a  spurious  placenta  retained  in  utero. 
These  growths,  known  as  "  placenta  spuria"  and  "  placenta  suc- 
centuriata,"  should  always  be  searched  for.  Their  probable 
presence  can  generally  be  determined  by  the  condition  of  the  mem- 
branes and  true  placenta. 

Case  II.  Septicemia. — This  woman  was  attended  by  a  midwife, 
and  was  delivered  in  the  same  bed  on  which  her  husband  was  suf- 
fering from  erysipelas  of  the  foot  and  leg.  (Died.) 

Case  III.  Septicemia. — An  old  neighbor  lady  was  secured  as 
nurse  because  she  had  a  sore  finger  and  could  not  perform  house- 
hold duties.  Investigation  showed  the  nurse's  finger  to  present  an 
erysipelatous  condition  which  was  discharging  pus  from  a  knife- 
wound.  (Died.) 

Case  IV.  Septicemia  and  pyemia. — Was  the  wife  of  a  physi- 
cian. Her  husband  and  a  neighboring  physician  who  delivered 
her  had  just  returned  from  a  consultation  in  which  they  had  de- 
livered a  woman  of  a  putrid  fetus.  (Recovered.) 

Case  V.  Septicemia. — A  Jewess,  wealthy,  with  every  comfoi't 
and  excellent  sanitary  surroundings.  Her  physician  is  one  of  the 
most  careful  in  the  city  in  which  she  lives.  No  probable  source 
was  discovered.  (Recovered.) 

Case  VI.  died  a  few  minutes  before  my  arrival.  No  source 
found,  although  the  condition  of  the  room  and  bed  aud  the  general 
appearance  of  surroundings  did  not  indicate  aseptic  treatment. 

Case  VII.  was  attended  by  a  midwife  who  had  no  knowledge 
of  practical  asepsis.  (Recovered.) 

Cases  VIII.,  IX.,  X.,  and  XI.  occurred  in  a  small  village 
within  a  fortnight  and  were  all  attended  by  the  same  midwife. 
She  had  no  knowledge  of  asepsis,  scientifically  speaking.  Cases 
VIII.,  IX.,  and  XI.  recovered  ;  Case  X.  died. 

Case  XII.  —  The  physician  was  on  his  way  home  from  opening 
a  rectal  abscess  when  he  was  called  in  to  attend  this  case.  By 
his  own  admission  to  me  the  exigencies  of  the  case  were  such  that 
he  did  not  take  time  to  wash  his  hands  before  delivering  her- 
(Died.) 

Case  XIII.  was  a  case  of  placenta  previa.    A  midwife  was  in 
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attendance  for  several  hours  before  a  physician  was  called.  The 
general  surroundings  were  filthy,  and  no  aseptic  precautions  were 
taken.  (Died.) 

Cases  XIV.  and  XV.  were  attended  by  midwives.  No  par- 
ticular source  was  found.  (Recovered.) 

Case  XVI. — This  was  a  forceps  delivery.  Perineum  and  cer- 
vix were  badly  lacerated.  No  attempt  at  repair  had  been  made. 
Cast-off  clothing  was  used  for  napkins.  (Recovered.) 

Case  XVII.  was  a  speedy  labor;  both  child  and  placenta  were 
delivered  prior  to  the  arrival  of  a  physician.  There  was  a  lacera- 
tion of  perineum,  which  was  repaired  immediately.  I  found  a 
pus-pocket  between  the  stitches  in  the  perineum.  (Recovered.) 

Case  XVIII.  was  attended  by  a  midwife.  I  removed  a  large, 
putrefying  blood-clot  from  the  uterus  on  the  fourth  day.  (Re- 
covery.) 

Case  XIX. — No  other  source  discovered  than  a  foul  condition 
of  the  fetal  funis,  which  had  not  been  dressed  antiseptically. 
(Recovery.) 

Case  XX. — The  little  daughter  of  the  attending  physician  was 
suffering  from  diphtheria,  and  he  had  been  working  with  her  just 
prior  to  attending  the  labor.  (Recovery.) 

Case  XXI. — No  probable  source  found.  Surroundings  were 
good.  (Recovery.) 

Case  XXII. — No  source  except  placenta  previa.  Difficult 
labor.  (Recovery.) 

Case  XXIII. — The  wife  of  a  prominent  attorney.  She  had 
every  comfort  wealth  could  give  her.  No  source  found.  My 
own  belief  is  that  she  had  too  mauy  nurses.  (Died.) 

Case  XXIV. — The  husband  was  suffering  from  an  acute  gon- 
orrhea. (Recovered.) 

Case  XXV. — Retained  placenta.  (Recovery.) 

Case  XXVI. — Placeuta  previa.    Putrid  fetus. 

Case  XXVII. — Complete  rupture  of  perineum.  No  attempt 
made  at  repair.  Old  clothing  from  attic  used  as  napkins.  (Re- 
covery.) 

Case  XXVIII.— Putrid  fetus. 

Case  XXIX.  was  a  case  of  neglected  shoulder  presentation. 
Had  been  in  labor  two  days  before  a  physician  saw  her.  He  sent 
her  at  once  to  the  Pittsburg  South  Side  Hospital,  where  I  deliv- 
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ered  her.  At  the  time  of  delivery  she  had  a  temperature  of  104°  F. 
There  was  slouching  of  vagina  and  cervix.  She  died  on  the  ninth 
day. 

Case  XXX. — Retained  membranes.  (Recovery.) 

Cases  XXXI.  and  XXXII.  were  both  attended  by  the  same 
physician,  who  iiad  other  cases  at  the  same  time.  This  physician, 
in  fact,  had  an  endemic  of  sepsis.  He  was  attending  a  case  of 
gangrene  of  the  leg  when  his  first  cases  occurred.  (Case  XXXI. 
died;  Case  XXXII.  recovered.) 

Case  XXXIII.  was  the  wife  of  a  physician.  He  delivered 
her  and  could  not  think  of  any  possible  source,  except  that  he  had 
dressed  a  suppurating  finger  a  few  hours  before.  He  had,  how- 
ever, lie  thought,  given  his  hands  the  most  thorough  disinfection. 
(Died.) 

Case  XXXIV. — Uterus  filled  with  debris.  (Recovery.) 

Cases  XXXV.  and  XXVI.  were  attended  by  a  physician  who 
was  suffering  from  tonsillitis  at  the  time.  He  died  a  few  days 
afterward.  (Case  XXXV.  died;  Case  XXXVI.  recovered.) 
Another  case  attended  by  this  same  physician  about  the  same  date 
died  ;  I  did  not  see  her,  however,  and  do  not  know  the  cause  of 
death. 

Case  XXXVII. — Retained  portions  of  placenta  and  mem- 
branes. (Recovery.) 

Case  XXXVIII. — Patient  was  the  wife  of  a  dairyman.  She 
was  nursed  by  her  husband,  who  assisted  also  in  the  work  at  the 
dairy.  (Died.) 

Case  XXXIX. — This  patient's  mother  was  suffering  from  a 
pelvic  abscesss  which  was  discharging  through  the  vagina.  The 
same  uneducated  nurse  waited  upon  mother  and  daughter.  The 
same  syringe  was  used  on  both  patients.  (Died.) 

Case  XL. — No  source  found.  (Recovered.) 

Cases  XL.  and  XLI.  occurred  in  the  practice  of  the  same  mid- 
wife. No  source  found,  except  that  no  scientific  asepsis  was 
adopted.  (Recovery.) 

Cases  XLII.  and  XLIII.  lived  within  one  square ;  both  gave 
birth  to  twins,  were  attended  by  different  physicians,  and  both  died 
the  same  day.  No  source  found  in  either  case.  Case  XLII.  was 
the  wife  of  a  physician,  but  was  attended  by  another  physician. 
Both  used  every  ordinary  precaution.    Information  since  received 
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leads  me  to  believe  that  infection  resulted  from  decaying  animal 
matter  in  the  cellar. 

Case  XLIV.  was  nursed  by  her  sister,  whose  child  was  sick 
with  dysentery  at  the  time.  (Recovery.) 

Case  XLY. — Absolute  filthy  condition  of  surrouudings,  in- 
cluding nurse.  (Recovery.) 

Case  XLVI. — The  wife  of  a  physician.  No  source  found. 
(Recovery. ) 

Case  XLVII. — Retained  placenta.  (Recovery.) 

Case  XLVIII. — Physician  in  charge  had,  a  few  hours  before 
delivery  of  this  woman,  curetted  a  woman  who  was  suffering  from 
a  neglected  abortion.  (Recovery.) 

Case  XLIX.  was  attended  by  a  midwife  for  thirty-six  hours, 
when  a  physician  was  called  and  delivered  her  of  a  dead  and  some- 
what macerated  fetus.     (Under  treatment.) 

Case  L.  was  attended  by  a  midwife.  On  the  fifth  day  I  re- 
moved a  large  piece  of  placental  tissue.  In  addition,  this  patient 
was  delivered  in  a  room  in  which  diphtheria  had  been  treated  less 
than  a  month  previously.    (Under  treatment.) 

During  this  same  period  I  have  seen  a  number  of  cases  of  sepsis 
following  abortion,  which  I  have  not  included. 

It  is  not  necessary  for  me  to  comment  on  the  cases  reported. 
Your  trained  minds  have  no  doubt  already  led  you  to  proper  de- 
ductions. 


DISCUSSION  ON  THE  PAPERS  OF  DRS.  LONGYEAR 

AND  DUFF. 

Dr.  Albert  Goldspohn,  of  Chicago. — Mr.  President :  I  think 
that  such  a  paper  as  Dr.  Duff  has  just  favored  us  with  is  calculated 
to  do  a  great  deal  of  good,  and  in  behalf  of  the  men  who  practice  obstet- 
rics more  than  I  do,  and  in  behalf  of  women,  I  feel  grateful  to  him 
for  it.  He  remarked,  in  the  beginning  of  his  paper,  that  there  was 
something  specific  about  puerperal  infection.  There  seems  to  be  a  lin- 
gering idea  that  puerperal  fever  is  something  specific.  This  is  altogether 
a  mistake. 

As  far  as  the  cause  of  it  is  concerned,  it  is  definitely  settled  that  it 
is  due  to  septic  germs.  Men  have  labored  very  exhaustively  in  Europe 
on  this  subject,  and  have  come  to  the  conclusion  that  the  most  danger- 
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ous  germ  is  the  streptococcus,  and,  fortunately,  it  is  found  in  cases  of 
puerperal  infection  in  only  4  per  cent,  of  the  cases.  The  great  majority 
of  cases  of  puerperal  infection  are  from  other  pus  germs — the  staphy- 
lococcus and  others.  These  germs  are  not  so  extremely  virulent.  In 
other  cases  of  the  disease  the  colon  bacillus  and  other  germs  play  an 
important  jiart. 

The  principal  good  which  comes  from  a  paper  of  this  kind  is  to  call 
atttentiou  very  forcibly  to  the  fact  that  women  have  these  septic  pro- 
cesses because  someone  has  conveyed  the  infection  to  them.  The  prin" 
cipal  source  of  infection  is  from  without.  Autoinfection  from  latent 
septic  foci  is  rare.  The  infection  does  not  lie  chiefly  in  the  surround- 
ings of  the  patient.  I  will  venture  to  say,  that  a  woman  can  be  con- 
fined in  a  barn  or  stable  by  a  surgeon  who  has  a  good  record  in 
abdominal  work,  and  everything  will  proceed  normally,  much  better 
than  another  woman  could  be  confined  under  the  most  approved  sur- 
roundings by  one  who  is  indifferent  with  reference  to  his  hands  and 
instruments  which  come  in  contact  with  the  wound.  The  presence  of 
sewer-gas  undoubtedly  is  often  an  important  factor.  Surgical  cleanli- 
ness, which  is  the  all-important  factor  in  these  cases,  can  be  attained 
and  maintained  by  giving  proper  attention  to  the  hands  and  instru- 
ments, cleanliness  of  the  physician  himself,  the  nurses,  and  everything 
that  comes  in  contact  with  the  wound.  It  is  not  those  surgeons  who 
are  most  successful  who  have  the  greatest  array  of  armamentarium  and 
room  and  things  that  are  very  imposing.  Many  surgeons  have  excel- 
lent results  who  are  very  much  more  modest  and  unassuming  in  their 
work,  because  they  know  how  to  clean  their  hands  and  instruments, 
and  having  attained  asepsis,  they  know  how  to  do  what  is  more  difficult, 
namely,  to  maintain  an  aseptic  technique.  Therefore,  these  things 
ought  to  be  thoroughly  drilled  into  the  minds  of  the  general  practi- 
tioner, for  the  principal  responsibility  for  the  occurrence  of  sepsis  in 
obstetrics  rests  upon  the  attendant,  and  what  is  needful  is  simply  that 
which  is  necessary  for  a  gynecologist  to  operate  successfully.  It  is 
thoroughly  understood  by  surgeons  who  are  familiar  with  the  facts  in 
bacteriology,  that  if  they  make  an  autopsy  or  handle  or  come  directly 
in  contact  with  pus,  they  must  abstain  from  work  for  twenty-four  hours. 
In  the  meantime  they  must  resort  to  fractional  sterilization — that  is, 
scrub  the  hands  to  the  utmost  immediately  after  exposure,  and  then, 
at  the  end  of  another  twelve  hours,  clean  them  again,  and  after  another 
twelve  hours,  clean  them  again.  AVe  cannot  boil  our  hands,  but  we 
must  keep  them  clean  by  repeated  attempts  at  scrubbing  and  washing 
them.  Under  no  circumstances  should  the  obstetrician  or  physician 
manipulate  the  parts  of  a  parturient  woman  when  he  knows  that  he 
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has  dealt  with  an  infected  case  iuside  of  twenty-four  hours  preceding. 
The  hands  are  the  principal  sources  of  infection.  I  have  no  doubt  that 
infection  sometimes  comes  from  the  woman  also,  notably  from  within 
the  vagina ;  and  what  should  be  done  to  prevent  this  ?  Many  statistics 
have  been  gathered  by  competent  men  who  argue  in  favor  of  absolutely 
letting  preparatory  measures  previous  to  labor  alone.  This  will  do  in 
cases  that  are  beyond  suspicion.  If  the  attendant  is  thoroughly 
familiar  with  the  husband  and  with  the  chances  of  exposure  of  his 
patient,  well  enough.  But  there  are  a  large  number  of  women  who 
are  not  so  fortunately  situated  in  regard  to  their  husbands  or  other 
things.  There  will  be  some  doubt  as  to  whether  the  vaginal  secretion 
in  a  particular  case  is  of  a  healthy  character  or  not.  Then,  something 
must  be  done.  The  opponents  of  vaginal'douches  previous  to  labor  argue 
that  nature  has  prepared  the  woman  who  is  to  be  confined  with  copi- 
ous and  free,  potent  vaginal  secretions,  and  these  secretions  have  the 
capacity  to  take  away  the  virulence  of  septic  germs.  That  is  true. 
We  know  by  this  time  that  these  secretions  are  acid,  and  that  about  1 
per  cent,  of  lactic  acid  constitutes  the  acid  in  the  normal  vaginal  secre- 
tion at  term.  Experiments  have  been  repeatedly  made  with  virulent 
germs  in  the  vagina,  and  afterward  the  cultures  made  would  show  the 
germs  to  be  innocent,  or  to  have  lost  their  virulence.  Therefore,  if 
those  secretions  are  present,  vaginal  douches  are  irrational  up  to  the 
time  when  labor  begins,  or  until  it  has  begun,  because  they  interfere 
with  the  production  of  these  secretions.  So  in  a  large  number  of 
doubtful  cases,  I  think  it  is  proper  to  wait,  and  when  labor  has  declared 
itself,  so  that  it  will  actually  transpire,  then  we  may  use  potent  anti- 
septic douches.  Having  gotten  all  the  good  that  nature  can  do  with 
its  secretions  by  waiting  up  to  this  time,  we  can  now  resort  to  potent 
vaginal  douches,  using  alkaline  solutions,  first,  to  remove  the  mucus, 
and  after  that,  1  :  2000  sublimate  solution.  I  see  no  possibility  of  harm 
in  pursuing  this  course. 

Dr.  Lewis  S.  McMurtry,  of  Louisville. — In  the  discussion  of  this 
subject  we  are  prone  to  depart  from  the  theme  enunciated  by  the 
essayist  and  take  up  antiseptic  and  aseptic  midwifery,  which  furnishes 
a  field  for  unlimited  debate.  But  very  important  service  can  be  rendered 
in  a  practical  way  by  considering  the  subject  as  presented  by  Dr.  Duff  : 
a  consideration  of  the  most  common  sources  of  infection. 

We  are  apt  to  think,  because  we  have  discussed  this  subject  and  so 
much  has  been  written  about  it,  that  it  is  a  work  of  supererogation  to 
continue  to  agitate  it ;  but  if  we  will  look  around  us,  in  our  respective 
localities,  we  will  find  that  the  number  of  deaths  from  puerperal  sepsis 
is  very  large.    I  sometimes  think  that  we  do  not  realize  how  great  the 
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mortality  is  from  this  altogether  preventable  disease.  Until  that  mor- 
tality is  very  materially  reduced  the  subject  should  be  discussed  and 
the  great  responsibility  that  rests  upon  practitioners  impressed  upon 
them.  We  can  hardly  go  into  a  small  community  in  consultation  with 
a  physician  engaged  in  general  practice,  that  we  will  not  hear  of  some 
unfortunate  case  of  puerperal  infection  occurring  there.  Take  the 
mortality  statistics  of  the  larger  cities,  as  published  by  the  Health 
Officers  from  week  to  week,  and  we  will  find  in  the  list  puerperal  fever. 
It  has  a  weekly  standing  in  the  tabulated  reports  of  mortality  statistics. 

We  should  eliminate  from  the  subject  the  old  doctrine,  as  taught  by 
Fordyce  Barker,  that  puerperal  fever  is  a  distinct  pathological  entity. 
We  know  it  is  nothing  but  surgical  fever  so  called,  and  is  to  be  dealt 
with  from  the  same  standpoint  that  the  surgeon  deals  with  infection  in 
surgical  cases.  It  occurs  in  a  minor  degree  in  a  large  proportion  of 
cases,  but  is  not  generally  recognized  as  septic  infection.  For  example, 
so-called  milk  fever  is  in  almost  every  instance  a  mild  degree  of  infec- 
tion, and  a  minor  degree  of  infection  is  habitual  in  cases  wherein  it 
could  altogether  be  prevented  by  more  careful  and  rigid  treatment. 
Such  conditions  do  not  obtain  under  the  rigid  discipline  of  maternity 
hospitals,  where  a  military  discipline  is  established,  which  demonstrates 
that  sepsis  is  preventable. 

In  the  practice  of  obstetrics  the  same  principles  should  be  applied  as 
are  observed  in  modern  surgery.  It  is,  after  all,  the  treatment  of  a 
wouud,  peculiarly  exposed  to  septic  infection.  In  the  teaching  of  prac- 
tical obstetrics  students  should  be  drilled  in  the  technique  of  modern 
surgery.  This  is  laborious,  painstaking,  and  difficult,  requiring  self- 
discipline,  and  cannot  be  acquired  by  mere  theoretical  instruction- 
With  the  rigid  observance  of  a  thorough  surgical  technique  prepara- 
tory to  and  during  labor,  sepsis  can  be  prevented.  Such  prophylaxis 
should  be  carried  out  in  private  practice,  and  to  do  this  a  knowledge 
of  the  sources  of  infection  is  essential. 

Dr.  Charles  G.  Cumston,  of  Boston. — We  have  had  contributed 
two  very  excellent  papers  by  Drs.  Duff  and  Longyear,  and,  if  you  will 
allow  me,  I  would  like  to  say  a  few  words  regarding  the  principal  cause 
of  puerperal  sepsis.  I  shall  speak  as  a  pathologist.  In  1893  I  conducted 
a  series  of  experiments  on  the  bacterium  coli.  Among  the  specimens 
and  autopsies  that  I  performed,  with  a  view  of  ascertaining  the  viru- 
lence of  this  organism,  I  had  five  cases  of  puerperal  septicemia.  In 
all  five  the  uterus  was  carefully  examined,  and  the  false  membrane 
lining  the  uterine  cavity  was  found  to  contain  the  bacterium  coli.  The 
cultures  made  were  perfectly  pure.  Two  of  these  uteri  were  removed 
by  the  vaginal  route,  while  on  the  other  three  patients  I  performed 
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autopsies,  they  having  died  of  puerperal  sepsis.  I  cannot  give  the 
clinical  history  of  the  cases,  hut  only  the  anatomical  and  bacteriologi- 
cal findings. 

The  second  cause  of  puerperal  sepsis  has  always  appeared  to  me  to 
be  a  very  potent  one,  namely,  the  gonococcus.  I  would  like  to  have 
it  understood  by  the  Fellows  of  this  Association  that  I  do  not  think 
that  Neisser's  organism  in  itself  is  the  direct  factor  of  puerperal  septi- 
cemia, but  I  do  think  that  it  is  potent  in  the  sense  that  it  prepares  the 
way  for  pus-producing  organisms  to  enter  the  uterine  cavity  and  thus 
cause  infection.  For  instance,  Ave  will  have  cases  in  women  of  chronic 
gonorrhea,  and  gonorrhea  in  the  female  has  always  struck  me  as  being 
as  difficult  to  cure  as  it  is  in  the  male.  If  care  is  taken  in  examining 
patients,  in  many  cases  we  will  find  chronic  urethritis  present  in  women 
who  have  had  acute  gonorrhea  three,  five,  or  six  years  previously,  and 
what  is  still  more  important,  cultures  may  be  obtained  from  the  peri- 
urethral glands.  These  periurethral  glands  should  be  treated  along 
with  the  urethritis,  as  they  are  a  frequent  source  of  infection.  I  be- 
lieve in  the  majority  of  cases  gonorrhea  begins  in  the  urethra,  and 
afterward  invades  the  vagina  and  uterus.  Take  a  case  of  cervicitis  of 
gonorrheal  origin  (chronic),  the  chronic  inflammatory  condition  which 
is  present  in  the  female  will  allow  the  entrance  of  septic  organisms  to 
occur  during  confinement,  if  antisepsis  or  asepsis  is  not  properly 
observed  by  the  accoucheur,  and  those  women  will  be  far  more  easily 
contaminated.  I  have  noticed  this  clinically  and  pathologically  in  a 
certain  number  of  cases. 

Dr.  McMurtry  mentioned  one  point  which  I  consider  very  interest- 
ing. He  made  the  remark,  I  believe,  that  in  hospitals  where  we  had 
all  the  necessary  appliances  and  trained  help  for  the  proper  conduction 
of  a  labor  case,  fewer  cases  of  septicemia  were  observed,  and  that  in 
private  practice,  in  houses  where  everything  desired  can  be  obtained, 
we  often  met  with  them.  For  some  time  I  was  an  interne  at  the 
Rotunda  Hospital  in  Dublin,  where  as  a  city  for  all  filthy  conditions, 
it  probably  took  the  lead,  and  during  the  four  months  I  was  there  I 
saw  two  cases  of  puerperal  sepsis.  Since  I  have  been  in  private  prac- 
tice in  Boston  I  have  seen  two  cases.  In  one  case  in  which  I  was  called 
in  consultation  the  woman  had  a  lacerated  perineum,  which  the  attend- 
ing physician  repaired  by  putting  in  three  sutures,  but  did  not  wash 
his  hands  afterward,  except  to  dip  them  in  a  solution  of  creolin,  and 
then  extracted  the  placenta.  The  patient  recovered,  and  I  should  not 
be  at  all  surprised  to  find  that  the  bacterium  coli  was  the  factor  in  that 
case. 

Now,  it  would  appear  to  me  that  the  production  of  infection  in  the 
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lying-in  female  is  entirely  a  question  of  soil,  and  it  is  for  this  reason 
the  hospital  patients,  consequently,  the  poorer  and  rougher  class,  are 
less  easily  infected  than  the  well- to  do  American  woman. 

Dr.  James  F.  Baldwin,  of  Columbus. — I  sometimes  speak  of  cer- 
tain cases  that  get  well  as  cases  that  make  an  "unfortunate  "  recovery. 
If  the  punishment  would  always  fit  the  crime,  if  death  or  infection  would 
always  follow  exposure  to  filth,  physicians  and  surgeons  would  soon 
cease  to  be  filthy.  If  a  doctor  who  opens  an  abscess,  and  a  few  hours 
later,  without  attention  to  cleanliness,  attends  a  woman  in  confinement, 
would  always  find  such  patients  to  die,  he  would  soon  cease  to  subject 
them  to  such  an  exposure.  Unfortunately,  however,  nine  cases  out  of 
ten  thus  exposed  will  get  well.  Nature  is  very  kind.  Nevertheless, 
such  recoveries  are  unfortunate  in  one  sense,  because  the  doctor  con- 
tinues to  be  careless  and  foolhardy,  and  thus  continues  to  expose  his 
patients. 

The  cases  related  by  Dr.  Duff  were  mostly  plain  ones  of  infection 
from  filth.  There  are  other  cases  I  had  hoped  the  Doctor  would  men- 
tion— those  cases  in  which  we  can  find  no  possible  source  of  infection 
whatever,  and  in  which  there  is  no  evidence  of  contamination  in  the 
womb  or  its  appendages,  or  in  the  lochial  secretions.  In  three  cases  of 
so-called  puerperal  fever  that  I  have  seen  the  infection  was  found  to 
be  due  to  appendicitis.  Two  of  these  cases  I  operated  upon,  and  both 
recovered.  The  third  patient  was  operated  on  by  another  surgeon,  and, 
unfortunately,  died.  The  infection  in  the  three  cases  seemed  to  be 
distinctly  from  the  appendix,  and  I  suppose  it  was  due  to  the  bacillus 
coli  commune. 

I  saw  a  very  sad  case  last  summer.  It  was  one  in  which,  after  an 
easy  confinement  and  a- normal  delivery,  the  woman  on  about  the  fifth 
day  ate  a  large  amount  of  ice  cream.  The  weather  was  exceedingly 
hot.  Shortly  thereafter  she  was  taken  with  a  violent  chill  and  had 
puerperal  fever.  Nothing  appeared  about  the  womb  or  pelvis  or  else- 
where to  account  for  the  fever,  but  she  died  some  two  or  three  weeks 
later.    A  post-mortem  was,  unfortunately,  refused. 

In  another  recent  case  there  was  entire  absence  of  any  local  point 
of  infection.  I  did  not  attend  the  woman  myself,  but  she  was 
attended  by  a  man  whom  I  know  to  be  conscientiously  clean.  He  took 
a  bath  and  made  an  entire  change  of  clothing  before  going  to  the  case. 
The  labor  lasted  two  hours  and  was  absolutely  normal.  The  woman 
had  previously  borne  three  children,  and  in  each  of  the  confinements 
she  had  some  puerperal  trouble.  At  one  time  she  was  sick  for  seven 
weeks  with  what  was  called  typhoid  fever.  On  this  occasion  the  child 
was  born  at  three  o'clock  in  the  morning.   At  six  o'clock  the  woman's 
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temperature  was  101°,  and  at  nine  o'clock  103°.  I  saw  her  in  the 
afternoon  of  that  day,  and  from  that  time  on  almost  daily  until  her 
death,  three  months  later.  In  this  case  the  lochial  discharge  was  nor- 
mal throughout ;  the  uterus  underwent  normal  involution ;  nothing 
was  to  be  found,  although  she  had  a  general  soreness,  as  though  there 
was  a  low  grade  of  peritonitis  over  the  lower  abdomen.  Her  tempera- 
ture continued  high ;  no  chills ;  pulse  high,  and  profuse  perspiration. 
There  was  no  delirium  until  late  in  the  sickness.  After  about  four 
weeks  she  had  some  swelling  of  the  left  leg,  so  that  we  suspected  that 
a  pelvic  phlebitis  was  the  cause  of  her  symptoms.  Three  weeks  before 
her  death  she  had  an  attack  of  tachycardia,  lasting  twenty-four  hours  ; 
the  pulse  running  up  to  228,  just  double  what  it  had  been  just  before 
the  attack,  and  at  the  conclusion  of  the  attack  it  dropped  down  to  just 
one-half.  Two  weeks  before  her  death  a  spot  was  found  just  back  of 
the  uterus,  where  there  were  evidently  some  adhesions,  the  result  of  a 
local  inflammatory  condition.  An  abdominal  section  was  made  with 
the  hope  that  a  local  focus  of  infection  could  be  found,  but  there  was 
found  instead  a  general  thickening  of  the  subperitoneal  connective 
tissue  throughout  the  whole  pelvis,  both  true  and  false.  The  uterus 
was  retroverted  and  slightly  adherent.  Adhesions  were  broken  up  and 
a  small  fibroid,  as  large  as  a  hickory-nut,  was  found  in  the  posterior  wall 
at  the  point  where  the  adhesions  had  occurred.  This  was  enucleated. 
The  tubes  and  ovaries  were  normal.  There  was  absolutely  nothing  to 
be  found  locally  except  this  general  thickening  of  the  subperitoneal 
connective  tissue.  The  woman  recovered  promptly  from  the  operation, 
and  seemed  to  be  more  comfortable  after  it,  as  the  swelling  in  her  leg 
somewhat  diminished ;  but  death  occurred  two  weeks  later  from  the 
progress  of  the  pre-existing  infection. 

The  question  is,  was  this  a  case  of  infection  from  without  that  the 
physician  who  attended  her  was  in  any  way  culpable  for,  or  was  it  a 
case  of  infection  from  within?  If  the  latter,  from  what  source  did  it 
come  ? 

Another  unfortunate  thing  in  surgical  and  obstetrical  work  is  that 
bichloride  of  mercury,  when  used  in  a  fairly  strong  solution,  is  gen- 
erally recommended  as  an  excellent  antiseptic,  and  manufacturing 
pharmacists  have  prepared  this  drug  in  the  form  of  tablets  for  our 
convenience.  The  ordinary  physician  will  carry  around  with  him  these 
tablets  in  a  dirty  pocket  case,  and  when  called  to  a  case  of  confinement 
hastily  washes  his  hands,  dips  them  in  a  solution  of  the  bichloride,  and 
then  thinks  he  has  adopted  "  all  antiseptic  precautions."  His  hands 
and  finger-nails  are,  properly,  surgically  speaking,  as  dirty  as  they  were 
before,  but  he  imagines  that  he  is  surgically  clean.    Bicholride  of  mer- 
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cury  will  not  clean  hands.  Hot-water  and  soap,  with  a  good  scrub- 
bing-brush, are  infinitely  superior. 

I  am  glad  Dr.  Longyear  read  his  paper,  because  it  opens  up  an 
interesting  subject.  Of  course,  we  all  recognize  diphtheria  as  one  of 
the  causes  of  puerperal  infection,  but  possibly  we  have  not  had  our 
attention  called  to  it  as  it  deserves.  His  local  treatment  by  the  per- 
oxide of  hydrogen  is  interesting,  as  well  as  hi3  observations  on  the 
constitutional  effect  of  the  serum  injections.  I  am  not  in  general  prac- 
tice, and  hence  do  not  see  cases  of  diphtheria,  and  so  have  not  kept 
myself  in  touch  with  the  serum  treatment ;  but,  of  course,  we  all  know 
that  favorable  results  are  claimed  from  its  use.  In  regard  to  the  per- 
oxide, however,  I  believe  Dr.  Jacobi,  of  New  York,  has  satisfied  himself 
that  in  the  treatment  of  diphtheria,  spraying  the  throat  with  peroxide 
of  hydrogen  is  a  mistake.  The  peroxide  is  too  irritating,  and  he  thinks 
it  produces  a  condition  in  the  healthy  tissues  around  the  seat  of  exu- 
date which  renders  it  more  liable  to  be  infected  by  the  disease,  which 
thus  becomes  worse  instead  of  better.  If  this  is  true  in  the  throat,  the 
same  would  likely  be  true  in  the  vagina,  and  if  so  the  local  use  of  the 
peroxide  would  probably  prove  detrimental. 

Dr.  William  Warren  Potter,  of  Buffalo. — The  two  papers  that 
have  been  read  just  now  furnish  a  text  for  a  most  interesting  discussion 
upon  a  subject  that  is  of  paramount  importance,  both  to  the  obstetri- 
cian and  abdominal  surgeon.  It  is  my  purpose,  however,  to  speak  of 
but  one  or  two  points  connected  with  this  absorbing  question.  In  the 
first  place,  I  wish  to  call  attention  to  the  fact  that  in  discussions  on 
papers  presented  to  medical  societies,  and  often  in  magazine  articles 
that  we  are  reading,  there  is  a  growing  tendency  to  drop  from  the  liter- 
ature of  the  subject  the  old-fashioned  term  puerperal  fever.  There 
are  some  very  old-fashioned  things  that  we  may  cling  to  with  propri- 
ety, because  they  are  good  ;  but  puerperal  fever  is  no  longer  recognized 
as  a  distinct  entity.  It  is  misleading  in  name,  because  it  lures  to  an 
erroneous  pathology  and  an  equally  erroneous  treatment.  We  are 
coming  now  to  regard  puerperal  fever,  so-called,  a  distinct  septic  condi- 
tion, and  we  name  it  such.  When  we  say  puerperal  sepsis,  everyone 
understands  what  we  mean  by  it,  and  that  it  must  be  treated  on  aseptic 
or  antiseptic  grounds.  This,  in  my  opinion,  is  a  very  important  point 
in  our  progress. 

The  second  point  to  which  I  would  invite  attention  is  one  which  Dr. 
McMurtry  has  already  accentuated,  namely,  that  the  obstetrician  today 
must  insist  upon  the  same  sort  of  discipline  and  cleanliness  from  begin- 
ning to  end,  not  only  with  regard  to  himself,  but  on  the  part  of  his 
nurses,  the  environment,  and  the  like,  that  the  abdominal  surgeon  does 
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in  his  separate  and  distinct  work.  Heretofore,  it  seems  to  me,  the 
family  physician  in  the  country,  or  the  home  obstetrician,  has  not  been 
as  careful  as  the  surgeon  in  the  preparation  of  his  cases,  or  the  obste- 
trician of  the  maternity  in  carrying  out  details  of  asepsis  ;  consequently, 
whereas  some  time  ago  a  maternity  was  considered  a  very  dangerous 
place  for  confinements,  and  the  country  was  looked  upon  as  a  safe  place, 
now  the  conditions  are  quite  changed.  Maternities,  well  conducted, 
are  now  the  safest  places  in  which  to  conduct  a  case  of  confinement, 
and  in  the  rural  surroundings  where  there  is  fresh  air  and  pure  water, 
where  there  is  an  opportunity  to  have  everything  free  from  infection, 
there,  on  account  of  neglect  of  the  principles  that  have  been  applied  so 
rigorously,  puerperal  sepsis  occurs,  and  the  country  doctor  who  sees  a 
large  number  of  obstetric  cases  each  year,  as  well  as  conducts  a  gen- 
eral practice,  loses  cases  from  puerperal  sepsis.  His  former  record  is 
gone.  He  must  now  change  front  and  begin  anew  to  contest  with  the 
maternity  obstetrician  for  a  place  on  the  record-sheet  of  obstetric 
statistics.  He  must  demonstrate  the  fact  that  he  himself  is  capable  of 
practising  clean  obstetrics. 

Dr.  Adam  H.  Wright,  of  Toronto. — The  subject  of  puerperal  sep- 
ticemia is  one  to  which  I  have  given  considerable  attention  for  many 
years,  and  I  consider  it  the  most  important  subject  we  have  to  deal  with. 
The  poison  comes  from  without.  Puerperal  sepsis  is  something  that 
should  be  avoided.  It  is  a  preventable  disease.  In  my  opinion,  we 
should  not  have  puerperal  septicemia. 

Dr.  McMurtry  spoke  of  a  very  important  point,  namely,  of  properly 
training  young  men  both  in  our  schools  and  medical  societies  regard- 
ing this  subject.  If  a  physician  has  a  case  of  so-called  puerperal 
fever,  it  is  because  the  doctor,  the  nurse,  or  surroundings  have  been 
wrong. 

With  reference  to  the  best  method  of  preventing  it,  what  should 
we  use '?  One  gentleman  says  that  bichloride  of  mercury  tablets  may 
do  more  harm  than  good.  Right.  But  still  I  think  a  great  deal  of 
them.  I  do  not  put  bichloride  tablets  before  other  things.  Soap  and 
water  are  the  principal  things.  Perhaps  it  would  be  well  to  mention 
briefly  the  methods  we  pursue  at  the  Burnside  Lying-in  Hospital  in 
Toronto,  an  institution  with  which  I  am  connected.  I  have  seen 
several  cases  of  puerperal  septicemia  there,  and  also  deaths  from  it, 
and  this  has  caused  me  a  great  deal  of  anxiety.  It  is  the  aim  of  all 
those  connected  with  the  hospital  to  prevent  this  disease.  I  do  not 
trust  altogether  to  aseptic  midwifery.  I  do  not  want  to  teach  students 
aseptic  midwifery  altogether.  Why?  Is  it  not  all  right?  Yes,  it 
is.    But  I  want  to  teach  them  both  aseptic  and  antiseptic  midwifery. 
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Antisepsis  will  have  a  good  moral  influence,  if  nothing  else.  In 
the  Burnside  Lying-in  Hospital  we  have  definite  rules  placed  on  the 
wall,  which  are  seen  by  all  of  our  resident  assistants,  nurses,  and  all 
who  attend  cases  of  labor.  These  rules  require  six  minutes'  cleansing 
of  the  hands.  We  have  an  old-fashioned  sand-glass,  similar  to  that 
used  in  cooking  eggs,  which  allows  the  sand  to  run  through  every  six 
minutes.  Four  minutes  are  consumed  in  using  soap,  hot  water,  and 
nail-brush,  and  during  another  two  minutes  the  hands  are  washed  in 
a  bichloride  solution.  The  nurses  or  assistauts  who  do  the  work  carrv 
out  these  rules  faithfully.  After  the  hands  are  washed  in  bichloride, 
the  obstetrician  is  ready  to  do  his  work.  In  addition  to  that,  we 
have  special  rules  put  up  in  the  wash-room  as  to  how  the  instruments, 
including  the  catheter,  should  be  kept.  The  point  I  wish  to  make  is 
that  if  students  see  all  of  these  precautions  they  will  learn  to  be  some- 
what careful.  It  is  true,  there  are  some  men  you  cannot  teach  to  be 
clean.  I  do  not  know  why  it  is.  Cleanliness  is  a  simple  thing,  it 
seems  to  me ;  but  it  is  difficult  to  keep  some  people  clean  in  all 
respects. 

I  wish  to  say  a  word  or  two  with  reference  to  our  results.  We 
have  eight  different  men  in  charge  of  the  Burnside  Lying-in  Hospital 
during  the  year.  Each  man  takes  charge  for  about  six  weeks.  Sup- 
posing any  one  of  these  eight  men  is  not  perfectly  and  thoroughly 
careful,  we  are  apt  to  have  accidents.  We  also  have  relays  of  nurses, 
and  these  nurses  are  on  duty  on  an  average  about  two  weeks  each. 
These  precautious  of  cleanliness  are  carried  out  just  as  strictly  as 
though  we  were  doing  abdominal  surgery.  I  want  to  speak  of  one 
point  particularly,  and  that  is  with  reference  to  the  carelessness  that 
is  sometimes  manifested  when  there  is  a  small  tear  of  the  perineum. 
For  some  time  our  assistants  thought  that  these  small  tears  of  the  peri- 
neum did  not  amount  to  much,  but  having  had  two  deaths  from  in- 
fection in  this  way  we  have  made  it  a  rule  to  consider  an  operation 
for  the  closure  of  the  tear  of  the  perineum  to  be  a  capital  operative 
procedure.  Supposing  a  patient  is  confined  at  ten  o'clock  at  night 
and  it  is  difficult  to  get  a  member  of  the  staff  until  the  next  morning, 
an  antiseptic  solution  is  applied  and  left  until  the  morning.  I  would 
advise  all  practitioners  to  be  very  careful  about  a  small  tear  in  the 
perineum,  or  a  tear  in  the  fourchette.  If  there  is  any  filth  on  the  bed 
which  is  apt  to  come  near  the  patient,  we  must  remember  that  in 
this  small  wound  we  have  full  exposure.  If  the  obstetrician  is  care- 
less something  may  be  introduced  at  the  time  of  the  operation,  and  it 
is  a  serious  matter.  Since  adopting  the  precautions  to  which  I  have 
referred  our  results  have  been  good.    We  have  had  up  to  date  530 
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consecutive  deliveries  in  the  Burnside  Lying-in  Hospital  without  a 
single  death  from  any  cause. 

Dr.  Edwin  Walker,  of  Evansville,  Ind. — There  is  just  one  point 
I  wish  to  speak  of,  as  the  question  is  really  one  of  asepsis.  The  sub- 
ject has  been  so  thoroughly  elucidated  in  this  discussion  that  it  is  un- 
necessary for  me  to  repeat  what  has  been  said.  But  there  is  one  point 
of  importance  that  has  not  been  touched  upon.  We  know  that  our 
growth  in  asepsis  has  followed  our  progress  in  a  knowledge  of  infec- 
tion and  of  bacteriology.  We  know  a  good  deal  of  the  many  means 
of  bringing  about  antisepsis  is  futile  and  useless.  For  instance,  we 
formerly  used  the  spray  during  an  operation,  because  we  thought  in- 
fection came  from  the  air.  It  has  taken  many  years  to  find  out  that 
antiseptics  cannot  always  be  relied  upon.  At  the  present  time  we  fall 
into  another  error  which  has  been  touched  on  indirectly,  which  is  one 
of  vast  importance,  and  that  is  the  use  of  water.  We  think  water 
and  cleanliness  are  inseparable,  and  when  we  wash  anything  we  feel 
it  is  properly  clean.  But  if  we  reflect  for  a  moment  we  will  know  that 
this  is  impossible,  particularly  with  reference  to  our  own  hands  in  ren- 
dering them  sterile  for  work.  The  same  is  more  true  of  mucous  mem- 
branes. A  few  years  ago  douches  were  used  prior  to  labor,  but  the 
results  were  not  satisfactory,  and  they  had  to  be  abandoned.  If  we 
reflect  for  a  moment  that  we  have  a  cervix  affected  with  gonococci, 
such  as  has  been  alluded  to,  Ave  know  that  no  amount  of  washing  will 
remove  these  germs.  If  we  have  a  vaginitis  from  any  cause,  no  amount 
of  washing  will  remove  the  germ  thoroughly. 

I  noticed  in  Dr.  Longyear's  paper,  in  every  instance  the  patient  was 
douched,  and  a  rise  of  temperature  followed  the  douching.  Why  not 
wipe  out  the  uterus?  It  seems  to  me  a  very  much  more  rational 
thing,  and  I  expect  to  speak  of  this  subject  later  in  my  paper,  in 
which  I  refer  to  drying  out  the  genital  tract.  You  cannot  wash  out 
infection.  If  you  dry  it  out,  you  do  not  get  rid  of  all  the  germs,  it  is 
true,  but  you  do  deprive  them  of  their  nourishment.  If  you  use  a 
douche  of  clean  water,  you  simply  furnish  the  germs  a  pabulum  for 
their  nourishment.  I  would,  then,  recommend  the  dry  method  in  the 
treatment  of  puerperal  septicemia.  I  do  not  do  any  obstetrical  work. 
I  have  not  had  much  experience  in  this  class  of  cases  with  the  dry 
method,  but  in  those  cases  following  abortion  I  have  used  the  dry 
method  exclusively,  with  very  good  results. 

Dr.  James  F.  W.  Ross,  of  Toronto. — It  is  not  my  intention  to 
shut  off  this  discussion,  and  I  hope  the  subject  will  be  thoroughly  dis- 
cussed. We  spend  a  great  deal  of  time  in  taking  out  pus-tubes  and 
removing  septic  uteri,  but  our  time  can  be  well  spent  in  the  consider- 
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ation  of  the  question  of  how  to  prevent  puerperal  sepsis.  I  have  seen 
a  large  nuraher  of  cases  of  puerperal  sepsis  from  time  to  time,  not  that 
I  do  an  obstetrical  practice,  but  I  have  seen  them  in  consultation, 
owing  to  the  fact  that  the  women  have  pus-tubes,  pelvic  abscess,  or  some 
such  condition  present.  I  do  not  see  them  in  hospital  practice,  be- 
cause in  our  lying-in  hospital  in  Toronto  we  do  not  have  cases  of  puer- 
peral sepsis. 

I  would  give  the  causes  of  puerperal  sepsis  in  their  order  of  fre- 
quency, as  follows:  (1)  Gonorrhea.  (2)  Retained  placenta  or  mem- 
branes. (3)  Dirty  hands  and  instruments.  (4)  Lacerations  of  the 
cervix  and  perineum,  improperly  prepared  or  protected.  (5)  Intra- 
abdominal disease  or  tumors.  The  latter  cause  is  one  that  is  occa- 
sionally met  with.  I  have  had  one  case  in  conjunction  with  my 
confrere,  Dr.  Wright,  of  sepsis  produced  in  the  fourth  month  of  preg- 
nancy by  a  strangulated  dermoid  tumor  of  the  ovary,  so  that  there  is 
no  doubt  we  meet  Avith  the  latter  cause  at  times.  It  is  well-known 
that  a  number  of  cases  of  puerperal  sepsis  will  occur  in  the  practice 
of  one  medical  man  and  seldom  in  that  of  another  who  is  doing  just  as 
much  obstetric  practice.  The  reason  is  that  one  is  careful  and  the 
other  is  not. 

There  is  one  point  that  may  be  mentioned  in  this  connection,  and  I 
allude  to  it  because  I  have  had  a  peculiar  experience  in  the  last  year. 
I  have  met  two  cases  of  hydatid  mole  of  the  uterus,  and  I  can  assure 
you  that  you  will  find  nothing  more  difficult  in  your  obstetric  practice 
than  to  clear  out  a  uterus  that  is  filled  with  hydatid  mole.  You  never 
know  when  the  uterus  is  thoroughly  cleansed.  These  patients  are 
liable  to  become  septic  in  spite  of  all  our  care. 

Dr.  Longyear's  cases  have  been  interesting  to  us  all.  I  have  seen 
this  gray  slough,  of  which  he  spoke,  on  the  cervix  during  the  puer- 
perium  when  it  has  been  torn,  but  still  I  have  never  been  able  to  asso- 
ciate it  directly  with  diphtheritic  contamination  or  to  satisfy  myself 
that  it  is  true  diphtheria.  I  need  not  comment  any  further  about  that, 
because  he  had  cultures  made,  and  bacilli  were  found. 

I  consider  that  Oliver  "Wendell  Holmes  was  entirely  wrong  in  a 
paper  that  he  read  some  years  ago  regarding  the  conveyance  of  puer- 
peral sepsis  from  place  to  place.  It  was  thought  at  that  time  that  a 
man  could  carry  it  in  his  breath,  in  his  hair,  and  in  his  clothing.  If 
the  obstetrician  is  as  clean  as  he  should  be,  if  he  takes  his  bath  daily, 
changes  his  clothes  every  time  he  visits  his  septic  case  before  seeing 
another  case,  and  if  he  thoroughly  washes  his  hands  and  hair,  and 
brushes  his  teeth,  there  is  not  the  slightest  danger  of  carrying  puer- 
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peral  sepsis  from  one  case  to  another.  I  go  from  a  case  of  puerperal 
sepsis  seen  in  the  morning,  and  do  an  abdominal  section  the  same  after- 
noon ;  go  home,  take  a  hot  bath,  cleanse  myself  thoroughly,  change 
clothing,  and  then  do  the  operation,  and  I  have  never  had  any  more 
difficulty  in  such  cases  than  when  I  have  not  been  near  a  case  of  sep- 
sis. If  you  are  thorough  in  washing  your  hands  and  cleaning  your- 
self, then  you  must  be  clean  when  you  get  through.  The  idea  of 
carrying  sepsis  from  one  case  to  another  has  been  a  cloak  for  careless- 
ness. A  doctor  attends  his  own  daughter  or  niece,  and  she  has  a  rise 
of  temperature,  and  he  begins  to  think  it  is  because  he  happened  to 
have  a  case  of  puerperal  fever  the  day  before.  It  is  not  so,  but  be- 
cause he  has  not  been  careful  enough  in  his  aseptic  or  other  details. 

With  reference  to  the  removal  of  retained  placenta.  I  remove  the 
placenta  left  after  miscarriage  in  many  cases,  and  I  never  think  of 
doing  so  without  douching  the  vagina.  I  wash  my  hands  and  sterilize 
the  vagina.  The  woman  is  placed  on  the  table,  the  parts  are  thor- 
oughly cleansed,  and  my  finger  is  then  introduced  into  the  interior  of 
the  uterus,  when  the  placenta  is  stripped  off.  If  this  is  necessary  in 
cases  of  miscarriage,  it  should  be  done  in  cases  where  the  placenta  is 
retained  and  adherent  at  full  term,  if  the  patient  can  tolerate  the  delay. 
With  reference  to  the  use  of  the  sharp  curette  in  cases  of  puerperal 
sepsis,  I  am  opposed  to  it,  and  I  quite  agree  with  Dr.  Longyear  in 
that  respect.  Whether  the  membrane  be  diphtheritic  or  not,  I  do  not 
care  to  use  a  sharp  curette  when  the  uterus  is  softened  by  pregnancy. 

Dr.  Albert  Vander  Veer,  of  Albany. — While  I  do  not  practise 
obstetrics,  yet  I  am  quite  frequently  called  in  consultation  to  see  a 
case  in  which  the  physician  has  a  fixed  idea  in  his  mind.  When  I 
have  a  case  of  putrid  pyosalpinx,  one  that  needs  immediate  operation, 
and  I  come  to  get  the  history  of  the  case,  and  look  into  the  surround- 
ings carefully,  I  am  satisfied  that  I  reiterate  the  experience  of  everv 
abdominal  surgeon,  that  it  is  sad  to  see  the  amount  of  ignorance  that 
exists  in  regard  to  careful  aseptic  obstetric  work.  I  did  not  hear  all 
of  Dr.  Longyear's  paper,  but  the  part  I  did  hear  interested  me.  I 
believe  he  touched  upon  the  correct  point  in  making  an  early  diag- 
nosis, if  possible.  A  careful  examination  should  be  made  as  early  as 
possible.  This  can  be  done  in  a  large  majority  of  cases  on  account 
of  the  facilities  that  are  now  presented  in  our  large  and  fair-sized 
cities  for  bacteriological  work.  If  we  use  serum-therapy  we  must 
make  a  differential  diagnosis.  The  serum  must  be  used  correctly,  and 
I  fancy  the  future  history  of  this  work  will  be  in  this  direction ;  but 
in  order  to  get  beneficial  results  from  the  serum  of  streptococci  the 
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cases  must  be  seen  and  treated  as  early  as  possible.  The  essayist  has 
therefore  brought  out  a  strong  point  in  that  direction — early  diagnosis. 

In  regard  to  Dr.  Duff's  admirable  paper,  I  wish  it  could  be  sent  to 
about  80  per  cent,  of  the  practitioners  of  this  country  who  have  been 
in  practice  over  ten  years.  I  am  called  occasionally  in  consultation 
where  I  know  just  about  what  the  surroundings  of  the  case  are  going 
to  be  when  I  read  the  telegram  and  notice  the  name  that  is  signed  to 
it.  We  must  recognize  that  there  has  come  into  our  work  a  new  pro- 
fession, the  profession  of  nursing ;  that  we  have  nursas  who  are  honest 
and  thoroughly  up  in  their  work,  and  I  believe  the  young  practi- 
tioner who  is  so  fortunate  as  to  be  located  in  a  city  of  some  size  ought  to 
encourage,  and  we  ought  all  to  encourage,  the  system  that  is  made  use 
of  in  my  own  city  of  what  we  call  district  nursing.  We  have  there  a 
home  for  nurses  that  are  employed  by  a  benevolent  society,  and  who 
are  ready  to  respond  at  any  moment  to  the  calls  of  practitioners  to  go 
and  put  a  house  in  proper  condition  for  a  surgical  operation  or  a  case 
of  obstetrics.  If  the  people  have  nothing  better  than  a  hone  blanket, 
then  better  material  will  be  furnished  them.  If  the)'  have  grand- 
mother's linen,  properly  sterilized,  they  are  fortunate.  We  should 
encourage  these  nurses,  as  they  are  doing  a  great  work.  They  are 
willing  to  go  for  a  certain  consideration  to  the  houses  of  patients  who 
are  not  able  to  employ  nurses  for  a  considerable  time,  and  put  the 
rooms  in  proper  condition  for  a  case  of  confinement  or  an  operation. 
They  should  remain  sufficiently  long  to  do  their  work  fairly  well,  and 
this  will  assist  the  physician  very  much.  Dr.  McMurtry  has  said 
that  when  we  are  called  upon  to  do  an  abdominal  operation  we  are 
very  careful  to  look  to  every  point.  We  see  that  the  drainage  is  cor- 
rect, and  above  all  we  go  for  the  good  grandmother  of  today  who  has 
had  cases  of  measles  and  scarlet  fever  and  all  sorts  of  conditions  to 
contend  with,  and  expects  her  daughter  to  be  confined  in  a  valuable, 
nice  mahogany  bed.  This  bed  is  selected  because  it  is  the  handsomest 
bed  in  the  household  ;  it  is  in  the  best  room,  and  what  does  it  do?  It 
does  just  what  Dr.  Duff  has  brought  out  so  faithfully  in  his  paper. 
The  surroundings  we,  as  abdominal  surgeons,  have  learned  to  study 
carefully.  Obstetricians  are  not  yet  up  to  this  work,  and  I  rejoice 
in  this  discussion  that  has  taken  place  today.  I  think  the  Association 
ought  to  be  grateful ;  we  ought  to  feel  thankful  for  the  advanced 
views  that  have  been  presented  here,  and  I  am  sure  they  will  go  out 
and  do  good  among  the  profession  that  we  need  to  work  earnestly  and 
faithfully  with  in  bringing  them  up  to  the  point  of  doing  better  aseptic 
obstetrical  work. 
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Dr.  Albert  Goldspoiix,  of  Chicago. — Just  a  word  as  a  matter  of 
scientific  exactness :  It  has  been  stated  by  one  of  the  speakers  that  the 
gonococcus  is  the  most  important  cause  of  puerperal  sepsis.  I  am  not 
disposed  to  say  that  it  is  not  so.  Perhaps  it  is.  It  is  a  very  great 
cause,  but  it  must  be  understood  that  it  is  not  the  exciting,  but  merely 
the  predisposing  cause  of  puerperal  sepsis.  There  are  no  cases  of 
puerperal  fever,  so-called,  on  record  in  which  the  gonococcus  alone  as 
a  pure  culture  exists.  Whenever  the  gonococcus  was  found  present, 
other  pus-microbes  were  found  also — in  other  words,  there  is  always 
a  mixed  infection. 

Dr.  Longyear  (closing  the  discussion  on  his  part). — I  am  glad  Dr. 
Vander  Veer  touched  upon  the  point  in  my  paper  of  making  a  diag- 
nosis by  cultures.  That  was  not  touched  upon  in  the  discussion,  and 
yet  it  was  the  principal  point  that  I  wished  to  emphasize.  If  we 
would  do  that  as  a  rule  in  all  cases  of  puerperal  infection,  we  would 
get  down  to  the  principles  of  treatment  better ;  we  would  know  what 
we  are  treating.  It  is  of  passing  interest  only  to  know  where  the  in- 
fection came  from,  but  to  know  exactly  the  variety  of  infection  that 
we  wish  to  treat,  and  that  we  must  know  if  we  are  to  treat  intelli- 
gently, is  another  thing.  We  can  only  get  at  this  by  a  bacteriological 
examination. 

Dr.  Duff  (closing  the  discussion).— There  are  several  points  I 
would  like  to  discuss,  but  I  do  not  wish  to  consume  too  much  of  the 
time  of  the  Association.  I  want  to  say  a  word  with  reference  to  the 
training  of  young  men.  I  have  charge  of  a  hospital  in  Pittsburg 
which  is  devoted  entirely  to  obstetrical  work.  I  divide  my  medical 
classes  into  sections  of  eight,  letting  eight  students  see  a  case  of  ob- 
stetrics at  one  time.  The  delivery-room  into  which  the  students  are 
admitted  is  perfectly  clean  and  modern  in  every  respect.  It  is  as  per- 
fect as  we  can  make  it.  These  young  men  are  required  to  make  prep- 
arations before  they  are  admitted  to  the  delivery-room,  and  this  is  a 
very  important  part  of  their  obstetric  education.  When  they  go  out 
to  practice  afterward  they  have  a  full  and  clear  knowledge  of  what 
obstetric  asepsis  is.  In  the  last  three  years,  by  paying  attention  to 
every  detail,  notwithstanding  that  this  number  of  medical  students 
is  always  present,  we  have  not  had  a  single  case  of  puerperal  sepsis. 
I  do  not  deliver  the  cases  myself,  but  I  see  that  the  rules  are  strictly 
carried  out.  I  simply  attend  to  the  operative  work,  and  my  assistants 
do  the  rest.  In  the  Gynecological  Department  of  the  Pittsburg  South 
Side  Hospital,  of  which  I  have  charge,  I  enjoin  the  same  aseptic  pre- 
cautions. I  regard  this  as  a  part  of  the  students'  education  as  much 
as  learning  to  diagnosticate  and  operate. 
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There  is  one  other  point.  Dr.  Baldwin  spoke  of  the  causes  of  puer- 
peral sepsis.  I  do  not  want  to  wander  from  the  particular  point  I 
tried  to  make  in  my  paper,  namely,  the  source  of  sepsis.  In  one-fiftli 
of  the  cases  reported,  those  in  which  I  could  not  ascertain  what  the 
source  was,  some  were  cases  of  auto-infection.  A  lengthy  and  elabo- 
rate paper  might  bring  out  several  interesting  points  regarding  this 
phase  of  the  subject. 


TOXEMIA  OF  PREGNANCY. 


By  ADAM  H.  WRIGHT,  M.D., 

TORONTO,  CANADA. 


Ordinary  health  is  a  very  precarious  and  uncertain  thing. 
Today  one  is  well ;  tomorrow  he  may  be  sick,  with  perhaps  a  head- 
ache, a  furred  tongue,  and  a  high  temperature.  The  cause  may  be 
from  without ;  it  may  be  from  within.  Assimilation  may  have 
gone  wrong;  secretion  and  excretion  may  have  lost  their  balance  ; 
poison  of  some  sort  may  have  come  into  existence  and  may  be 
retained  ;  it  may  be  a  bilious  attack — whatever  that  is — or  it  may 
be  something  much  worse.  The  equilibrium  of  health  appears  to 
be  more  easily  disturbed  during  pregnancy  than  at  other  times.  I 
will  not  undertake  now  to  discuss  the  nature  of  the  poison  or  the 
poisoning  which  occurs  so  frequently  in  pregnant  women,  but  I 
will  presume  that  in  those  cases  there  is  a  general  systemic  toxe- 
mia, with  a  toxin  or  toxins  affecting  many  of  the  organs  and  tissues 
of  the  body,  if  not  the  whole  body.  In  connection  therewith  I 
will  simply  express  the  opinion  that  the  liver  and  intestines  are 
mostly  at  fault,  but  that  in  a  certain  proportion  of  cases  insuffi- 
ciency or  inefficiency  of  the  kidneys  is  a  serious  element  in  the  dis- 
turbance. It  is  difficult  in  a  few  words  to  say  auything  more 
definite,  after  considering  the  mass  of  evidence  which  has  been 
adduced  during  the  last  few  years ;  but  I  will  add  that  I  believe 
that  the  offending  toxins  are  found  chiefly  in  the  blood,  liver,  and 
muscles. 

There  can  be  no  doubt  as  to  the  great  importance  of  the  earliest 
recognition  of  the  toxemia  of  pregnancy.  The  chief  symptoms' 
are  salivation ;  disorders  of  digestion,  with  sometimes  peculiar 
taste,  and  constipation ;  general  malaise ;  anemia ;  nervous  dis- 
turbances, with  headache,  disorders  of  visiou,  irritability,  etc.; 
deficient  excretion  of  urine  or  some  of  its  constituents  ;  albuminuria. 
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To  speak  briefly,  1  think  any  sign  of  the  slightest  departure 
from  ordinary  health  during  pregnancy  should  make  us  suspect 
the  advent  of  general  toxemia  and  should  receive  careful  investi- 
gation and  thorough  treatment.  If,  for  instance,  there  be  general 
malaise,  with  slight  headache,  but  no  albumin  in  the  urine,  let  us 
not  be  deceived,  since  albuminuria  is  only  one  of  the  symptoms  of 
systemic  poisoning,  and  sometimes  the  last  to  appear.  Its  absence 
proves  absolutely  nothing.  The  following  history  of  a  case  will 
illustrate  what  I  mean  : 

About  ten  years  ago  I  attended  a  patient,  aged  twenty-three 
years,  primipara,  somewhat  anemic,  but  had  been  fairly  healthy. 
No  serious  symptoms  during  pregnancy  until  ninth  month,  when 
she  appeared  to  be  slightly  ill ;  had  some  malaise,  a  little  headache 
for  two  or  three  days,  and  slight  indigestion.  Found  no  trace  of 
albumin  after  examining  three  specimens  of  urine,  one  the  day 
before  laboi*.  No  headache  the  morning  before  labor,  but  seemed 
rather  weak.  Labor  progressed  favorably  through  first  stage, 
when  suddenly,  to  my  amazement,  convulsions  occurred.  De- 
livered immediately  with  forceps  under  an  anesthetic.  Expressed 
placenta  at  once.  Very  little  hemorrhage.  Patient  very  low. 
Pulse  rapid  and  flickering.  Had  the  greatest  difficulty  in  keeping 
her  alive  for  the  next  twelve  hours ;  frequently  thought  she  was 
dying.  After  twelve  hours  she  commeuced  to  rally,  gained  strength 
rather  rapidly,  and  made  a  good  recovery.  Urine  examined  next 
day  and  found  to  have  a  trace  of  albumin,  which  soon  disappeared. 
Child  did  well,  and  is  now  living  and  healthy.  This  patient  had, 
I  think,  serious  toxemia  (without  albuminuria  or  any  sign  of  in- 
sufficiency of  the  kidneys),  which  I  did  not  properly  appreciate 
nor  judiciously  treat. 

Treatment.  The  differences  of  opinion  as  to  proper  methods  of 
treatment  are  so  numerous  that  I  will  not  attempt  to  discuss  them 
in  detail.  I  desire  simply  to  give  my  own  views  in  a  somewhat 
dogmatic  way  for  the  sake  of  brevity.  In  the  first  place,  I  will 
refer  to  diet.  What  is  the  best  diet  ?  Tarnier  and  Charpentier 
say  milk,  and  a  great  host  of  obstetricians  agree  with  them  in 
saying  that  milk,  and  milk  only,  is  the  proper  food.  For  many 
years  milk  was  the  orthodox  food  in  a  vast  number  of  diseases. 
In  my  student  days  I  had  typhoid  fever,  and  what  I  got  in  the 
way  of  medicine  I  know  not,  but  I  can  well  remember  that  I  had 
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to  subsist  on  milk.  It  was  a  terrible  ordeal  for  one  who  hated  it. 
In  my  weeks  of  delirium  I  presume  I  swallowed  it  without  protest, 
but  in  my  conscious  moments  I  protested  somewhat  vigorously. 
My  protests,  however,  were  useless,  and  I  had  simply  to  lie  in  bed 
and  nurse  a  grievance.  After  my  recovery  I  long  remembered 
my  hardships  in  this  respect,  and  for  years  the  sight  of  a  cow  made 
me  shiver.  Early  in  my  practice,  notwithstanding  my  sad  per- 
sonal experience,  I  was  orthodox  on  the  milk  question.  I  will 
refer  to  one  case  of  typhoid  fever  that  I  attended  twenty  years 
ago.  For  more  than  three  months  we  did  the  right  thing  in  giving 
the  poor  unfortunate  patient  nothing  but  milk.  He  protested, 
but  I  remained  orthodox.  I,  of  course,  was  particularly  cautious, 
according  to  our  lights  in  those  days,  in  the  administration  of 
cathartics.  In  the  third  month  we  had  a  nice  condition  of  things. 
The  lower  bowel  was  crammed  full  of  material  very  like  hardened 
plaster  such  as  we  have  on  our  walls.  Enemata  of  soapsuds  or 
olive  oil  had  about  as  much  effect  as  if  they  were  forced  against  a 
stone  wall.  We  had  to  scoop  out  the  mass  in  the  rectum  with  a 
spoon  ;  sometimes  we  had  to  fairly  drill  it  out.  Shortly  after  this 
I  found  that  milk  diet  was  the  worst  that  could  be  devised  in  cases 
of  perineorrhaphy  and  of  operations  in  the  region  of  the  stomach. 
My  experience  in  connection  with  these  and  many  other  cases  was 
so  unsatisfactory  that  I  modified  my  lines  of  treatment  to  such  an 
extent  that  I  have  uot  compelled  any  patient  to  take  an  exclu- 
sively milk  diet  for  fifteen  years. 

Milk  diet  for  toxemia  or  albuminuria  of  pregnancy.  In  speaking 
of  milk  diet  I  do  not  wish  to  denounce  it  altogether ;  I  believe 
that  a  purely  milk  diet  is  good  for  young  babes  and  calves,  but  I 
do  not  think  it  is  suitable  for  adult  human  beings.  We  have  been 
told  over  and  over  again  to  avoid  nitrogenous  foods  in  the  albu- 
minuria of  pregnancy,  but  we  must  remember  that  milk  contains 
many  nitrogenous  substances.  Yeo,  in  his  admirable  book  on 
Food  in  Health  and  Disease,  shows  clearly  that  milk  is  not  a  suit- 
able food  for  healthy  adults,  because  it  contains  an  excess  of 
albuminates  and  fats,  and  that  it  should  be  mixed  with  other  foods, 
especially  the  carbohydrates.  If  it  be  conceded  that  milk  alone 
is  not  the  best  food  for  healthy  adults,  it  is  difficult  to  conceive 
how  it  can  be  the  most  suitable  in  any  case  of  disease. 

I  have  no  objection  to  milk  in  mixed  diet.    It  is  certainly 
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good  food  in  combination  with  other  things.  It  is  well  to  remember 
that  some  of  its  modifications,  like  buttermilk  and  kuinyss,  are  fre- 
quently more  useful,  because  more  easily  digested  than  plain  cow's 
milk.  The  following  dietary  is  what  I  have  prescribed  in  private 
practice  and  in  the  Burnside  Lying-in  Hospital  for  the  last  nine 
years  :  Milk,  buttermilk,  kumyss — as  much  as  the  patients  care 
to  drink,  no  more ;  plaiu  water  in  abundance ;  tea  once  a  day  if 
desired ;  cocoa,  lemonade,  mineral  waters,  etc.;  bread  (not  too 
fresh)  and  butter,  dry  toast  or  cold  toast  and  butter  ;  rice,  tapioca, 
arrow-root,  etc.;  fish  without  rich  gravy  ;  limited  amount  of  white 
meat  and  raw  oysters :  limited  amount  of  salt ;  vegetables  of  all 
sorts,  restricting,  however,  supply  of  potatoes,  and  encouraging  the 
use  of  greens,  such  as  lettuce,  spinach,  watercress,  etc.;  ripe  fruits, 
such  as  oranges,  bananas,  and  grapes  ;  other  fruits  cooked,  such  as 
apples,  pears,  and  peaches. 

I  advise  the  patients  to  choose  what  they  please  from  this  list, 
and  take  especially  the  things  that  appear  to  agree  best  with  them. 
I  desire  them  to  gratify  as  far  as  possible  the  cravings  of  their 
stomachs,  and  to  eat  too  little  rather  than  too  much.  The  ma- 
jority of  patients  suffering  from  toxemia  in  the  lying-in  hospital 
take  little  or  no  milk.  In  my  private  practice  the  majoritv  of 
such  patients  take  a  certain  amount  of  milk.  A  large  number 
also  take  mineral  waters,  especially  Hunyadi  Jauos  or  a  mixture 
of  Friedrichshall  and  Carlsbad.  Milk  diluted  with  such  waters 
as  the  so-called  soda,  or  Apollinaris,  or  Sprudel,  or  Vichy,  is  well 
liked  by  some.  In  connection  with  the  above  list  of  foods,  I  ask 
the  patients  not  to  take  both  milk  and  fish  or  meat  at  the  same 
meal.  During  the  last  two  or  three  years  I  have  in  certain  cases 
added  eggs  and  some  of  the  heavier  meats,  such  as  beef,  mutton, 
and  bacon,  to  the  list ;  but  in  a  few  cases  where  the  poison  ap- 
pears to  injure  the  kidneys,  especially  where  there  is  a  probable 
parenchymatous  nephritis  with  profuse  albuminuria,  I  proscribe 
meats  of  all  sorts,  eggs,  oysters,  and  prescribe  a  diet  largely  com- 
posed of  diluted  milk  and  vegetables. 

Among  the  articles  which  should  be  avoided  are  hot  bread  and 
cakes,  pastry,  highly  seasoned  dishes  of  all  kinds,  spices,  cheese, 
nuts,  rich  gravies,  and  dried  foods. 

Medicinal  Treatment.  The  following  is  the  routine  treatment 
carried  out  in  the  Toronto  Burnside  Lying-in  Hospital  :  As  soon 
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as  symptoms  of  toxemia  arise  the  patient  is  required  to  take  half 
to  one  ounce  of  Epsom  salts  at  once,  and  thereafter  two  to  four 
drachms  every  hour  for  two  or  three  doses.  An  enema  is  also 
administered  immediately  after  the  first  dose  of  salts  is  taken,  in 
urgent  cases — i.  e.,  when  the  symptoms  are  severe,  especially  when 
there  is  a  large  amount  of  albumin  in  the  urine  and  a  small  quan- 
tity of  urea  excreted.  In  less  urgent  cases  a  few  small  closes  of 
calomel  (say  one-quarter  of  a  grain  every  half-hour  for  six  doses) 
are  administered,  to  be  followed  by  the  salts.  After  the  bowels 
are  freely  opened  smaller  doses  of  salts  are  given,  sufficient  to 
produce  not  less  than  four  watery  evacuations  in  each  and  every 
twenty-four  hours.  For  the  first  few  days  I  do  not  object  to 
twelve  motions  in  twenty-four  hours.  When  bad  symptoms, 
including  albuminuria,  disappear  or  become  less  severe,  we  stop 
the  administration  of  salts  for  a  time,  but  we  endeavor  to  prevent 
anything  approaching  constipation,  and  desire  not  less  than  two 
evacuations  of  the  bowels  every  day  until  after  labor.  I  carry 
out  the  same  rules  in  private  practice,  but  I  do  not,  as  a  rule,  tell 
my  patients  that  I  am  giving  simply  that  common,  almost  vulgar, 
old-fashioned  stuff — common  salts.  1  frequently  give  the  follow- 
ing prescription  after  a  short  course  of  free  purgation  : 


K. — Magnesii  sulphatis       ......  ^ij. 

Acidi  tartarici      .......  3iij. 

Tincturse  cardamomi  composite  .        ...  3ij. 

Aquae  ad.   ,5iv. 


A  dessertspoonful  in  hot  water  three  times  a  day. 

I  give  the  tartaric  acid  because  it  disguises  the  taste  of  the  salts 
to  such  an  extent  as  to  make  it  quite  or  almost  palatable  for  the 
majority  of  patients.  I  add  the  tinctura  cardamomi  composita  to 
give  tone  and  respectability  to  the  mixture.  In  hospital  practice 
I  prefer  to  give  the  concentrated  solution  alone.  While  I  desire 
such  patients  to  drink  as  much  water  as  possible  at  all  times,  I 
consider  it  especially  important  that  they  do  so  during  the  free 
purgation. 

What  does  magnesium  sulphate  do  ?  It  removes  noxious  ele- 
ments, which  would  otherwise  be  absorbed,  from  the  intestinal 
canal.  It  removes  from  the  blood  a  large  quantity  of  serum,  and 
with  that  serum  a  certain  proportion  of  the  "  circulating  toxins," 
without,  at  the  same  time,  abstracting  the  blood  globules.  It 
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aids  the  liver  and  kidneys,  which,  without  such  assistance,  soon 
become  seriously  diseased  from  the  effects  of  poisoning  and  over- 
work. It  does  away  with  the  necessity  of  bleeding  or  administer- 
ing veratrum  viride  if  convulsions  occur. 

Some  object  to  the  long-continued  use  of  cathartics.  A  Fellow 
of  this  Association  once  said  :  "A  woman  cannot  be  purged  for 
two  or  three  months."  In  reply,  I  have  only  to  say  a  woman  can 
be  purged  for  two  or  three  months  in  the  way  I  have  indicated. 
I  have  seeu  it  done  in  many  instances.  Others  object  because,  as 
they  say,  such  treatment  tends  to  produce  anemia.  In  reply  to 
that  I  wish  to  express  a  very  decided  opinion  that  it  does  not  tend 
to  produce  anemia.  On  the  contrary,  it  in  many  cases  somewhat 
rapidly  improves  the  condition  of  the  blood  by  removing  from  the 
body  the  poison  which  is  to  a  large  extent  producing  the  anemia. 
Some  years  ago  I  was  rather  timid  about  pushing  such  treatment 
vigorously  in  patients  that  were  weak  and  anemic,  but  my  scruples 
in  that  respect  have  ceased  to  exist,  because  I  have  never  seen  it 
produce  an  evil  effect.  Of  course,  one  should  use  ordinary  good 
judgment,  watch  carefully  the  results,  and  act  accordingly.  In 
some  cases  we  have  injected  salt  solution  high  up  in  the  bowel 
with  apparent  benefit.  We  have  also  used  subcutaneous  injections 
at  the  same  time. 

I  have  to  acknowledge  that  Charpentier,  one  of  the  strongest 
advocates  of  an  exclusively  milk  diet,  had  remarkably  good  re- 
sults in  his  treatment  of  albuminuria  in  pregnancy.  So  had  Tar- 
nier  and  others.  But  many  had  not.  Pajot  thought  it  perfectly 
useless.  Such  direct  contradictions,  which  are  are  not  rare  in  con- 
nection with  many  phases  of  this  very  important  subject,  are  very 
perplexing  I  think,  however  I  can  explain  the  secret  of  Char- 
petier's  success,  which  was  not  at  all  due,  as  he  thought,  to  his 
dietary,  but  to  the  fact  that,  apart  from  that,  he  carried  out  ex- 
actly the  principles  of  treatment  which  I  have  described  in  this 
paper.  He  made  "  use  of  purgatives  in  a  repeated  and  constant 
manner,"  and  tried  "to  obtain  by  means  of  purgatives  a  serous 
intestinal  discharge  which  withdraws  from  the  woman  a  large 
quantity  of  serum,  etc."  He  preferred  the  "  saline  purgatives." 
"  In  a  word,  we  try  to  produce  a  revulsive  effect  on  the  intestine.'" 


1  Cyclopedia  of  Obstetrics,  Charpentier  and  Grandin. 
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He  got  good  results  from  free  and  continuous  purgation,  with  a 
certain  diet.  I  have  had  and  seen  at  least  equally  good  results 
with  free  purgation  and  a  diet  that  he  strongly  condemned.  I 
think  it  fair  to  conclude  that  the  purgation  was  the  important 
element  iu  the  success  in  both  instances. 

The  kidneys  I  leave  severely  alone,  excepting  in  so  far  as  the 
water  has  a  diuretic  effect.  Of  course,  something  depends  on 
what  we  mean  by  diuretic.  At  all  events  I  desire  to  have  a  large 
amount  of  water  taken  into  the  system. 

As  to  the  skin,  I  have  not  found  much  benefit  from  any  of  the 
ingenious  machines  or  devices  designed  to  produce  profuse  perspi- 
ration, and,  as  a  consequence,  dislike  to  see  a  patient  suffering 
from  toxemia  of  pregnancy  either  cooked,  baked,  or  parboiled. 
Every  pregnant  woman,  whether  toxemic  or  not,  should  have  a 
daily  warm  bath.  Beyond  that  I  think  nothing  is  required  ex- 
cepting sufficient  warm  clothing,  with  woollen  fabric  next  the  skin. 

In  certain  cases  we  have  to  consider  the  advisability  of  inducing 
abortion  or  premature  labor.  Without  making  any  attempt  to 
discuss  properly  such  serious  procedures,  I  may  say  I  am  opposed 
to  both,  but  especially  to  the  induction  of  abortion.  I  have  only 
induced  abortion  for  albuminuria  in  one  case,  and  that  operation 
never  occasioned  in  me  any  pride  or  satisfaction.  A  patient  with 
chronic  Bright's  disease  may  go  through  pregnancy  without  any 
untoward  results,  as  the  following  case  will  show  : 

Mrs.  A. — Seen  in  consultation  with  Dr.  W.  P.  Caveu  in  May, 
1895.  Pregnant.  Advanced  two  months.  Attended  in  confine- 
ment a  few  years  before  by  Dr.  Carson,  since  deceased.  Had 
eclampsia.  After  a  very  serious  illness,  recovered,  but  with 
chronic  Bright's  disease  (I  do  not  know  when  contracted).  In  her 
next  pregnancy  Dr.  Carson,  who  was  one  of  the  most  competent 
obstetricians  I  ever  met,  induced  abortion,  at  the  same  time  telling 
her  it  was  almost  impossible  to  go  through  pregnancy.  After 
considering  the  case,  with  this  history  and  with  serious  symptoms 
of  toxemia,  including  albuminuria  and  casts,  we  decided  to  induce 
abortion,  which  was  done  without  trouble.  Saw  her  again  with 
Dr.  Caven  in  February,  1896.  Pregnant  a  little  more  than  two 
months.  Had  albuminuria  and  some  other  symptoms  of  toxemia. 
Decided  to  put  her  on  purgative  and  tonic  treatment  and  to  watch 
carefully.    Dr.  Caven  carried  this  out,  and  patient  got  on  fairly 
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well.  Was  present  at  labor,  August  6th,  for  tbe  purpose  of  as- 
sisting in  case  of  accident.  Had  a  normal  labor  with  delivery  of 
a  healthy  baby.  Both  mother  and  child  are  now  alive,  the  former 
having  still  her  inefficient  kidneys,  the  latter  being  healthy. 

I  have  less  scruples  about  the  induction  of  premature  labor,  but 
would  never  recommend  it  until  other  treatment  had  been  tried. 
I  will  refer  to  a  case  which  I  reported  to  the  Toronto  Medical 
Society  three  years  ago :  Mrs.  C,  aged  twenty-seven  years.  Ad- 
mitted to  the  Burnside  Hospital  October  3,  1893.  Supposed  to  be 
in  seventh  month  of  pregnancy.  Previous  history  of  nephritic. 
Had  dropsy,  headaches,  and  affected  vision.  Urine  more  than  half 
albumiu  and  contained  casts.  Magnesium  sulphate  administered 
October  6th.  One  week  after  admission,  October  10th,  had  two 
convulsions,  at  4  and  6  a.m.  Treated  with  chloroform,  morphine 
hypodermatically,  and  chloral  per  rectum.  Symptoms  two  days 
after,  very  serious ;  urine  loaded  with  albumin — became  absolutely 
solid  on  heating.  Examination  by  Dr.  Hill  showed  numerous 
casts,  mostly  grauular  in  character,  and  a  diminution  in  urea  ex- 
creted, being  at  one  time  reduced  to  an  amount  a  little  more  than 
half  the  normal  quantity.  There  was  no  dilatation  of  the  os  ; 
cervix  partly  intact.  Condition  so  low  that  I  was  afraid  to  in- 
duce labor.  General  condition  improved  slightly  under  purgative 
and  supporting  treatment.  Seen  October  18th  by  Dr.  Temple, 
who  advised  induction  of  labor.  I  concurred,  but  decided  to  wait 
till  the  following  morning,  when  I  found  her  so  much  improved 
that  I  again  postponed  operation.  She  continued  to  improve 
daily  until  October  22d,  nineteen  days  after  admission  and  twelve 
days  after  convulsions,  when  labor  commenced  and  progressed 
favorably.  Baby  stillborn.  Patient  improved  rapidly  and  made 
a  good  recovery. 

In  this  case  I  declined  to  empty  the  uterus  during  the  most  crit- 
ical period,  simply  because  I  feared  that  the  operation  might  cause 
death.  When  she  rallied  I  agreed  to  operation.  After  a  short 
delay,  which  was  partly  accidental,  I  thought  the  operation  was 
unnecessary.  I  report  the  case,  not  because  I  think  the  treatment 
was  in  all  respects  good  (for  I  have  grave  doubts  about  that),  but 
because  I  wish  to  prove  that  desperate  cases  may  recover  without 
operative  interference. 

I  am  willing  to  admit  that  in  certain  cases  of  toxemia  not  ac- 
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companied  with  eclampsia  the  induction  of  premature  abortion  or 
labor  may  be  advisable ;  but  each  case  should  be  carefully  consid- 
ered on  its  own  merits  before  deciding  on  an  operation  which,  with 
an  undilated  os,  always  causes  some  violence,  a  certain  amount  of 
danger,  and  sometimes  death. 

In  connuection  with  our  results  in  the  Burnside,  I  may  say  that 
in  nine  years  we  have  had  sixty-five  cases  of  toxemia  with  albu- 
minuria, with  two  deaths — both  from  eclampsia.  One  of  these  two 
patients  came  into  the  hospital  in  a  dying  condition  with  eclampsia, 
having  received  no  previous  treatment.  In  the  sixty-five  cases 
mentioned  there  were  many  cases  where  the  albuminuria  and  other 
symptoms  were  only  slight. 

In  conclusion,  I  may  enumerate  the  main  points  in  my  treatment 
as  follows  : 

1.  A  carefully  selected  mixed  diet,  with  plenty  of  water — plain, 
mineral,  lemonade  without  sugar,  and  the  like. 

2.  Rest,  good  hygienic  surroundings,  proper  clothing. 

3.  The  regular  and  persistent  use  of  purgatives  for  weeks  or 
months,  with  a  preference  for  Epsom  salts. 

4.  A  warm  daily  bath. 

5.  The  induction  of  abortion  or  premature  labor  in  rare  cases. 


DISCUSSION. 

Dr.  John  M.  Duff,  of  Pittsburg. — Mr.  President:  I  do  not  think 
this  paper  should  pass  without  some  discussion,  and  while  I  do  not  wish 
to  discuss  it  myself  at  length,  there  is  one  point  I  will  refer  to,  and  that 
is  with  reference  to  the  case  he  reports  of  a  woman,  aged  twenty-three 
years,  in  which  there  was  no  albuminuria,  and  convulsions  ensued.  I 
think  a  careful  examination  often  shows  that  we  apprehend  difficulty 
where  it  is  needless ;  and,  on  the  other  hand,  we  feel  safe  when  we 
are  in  great  danger.  Not  long  since  I  was  asked  by  a  physician  to  be 
present  at  the  delivery  of  a  woman  in  whom  albuminuria  was  abun- 
dant ;  there  were  tube-casts  present ;  she  had  headache  and  other  pre- 
monitory symptoms.  In  short,  there  was  every  indication  of  impend- 
ing trouble.  She  went  into  labor,  and  was  delivered  without  any 
difficulty.  Her  kidneys  are  not  in  as  good  condition  since,  but  she 
made  a  comparatively  good  recovery,  so  far  as  I  have  been  able  to 
ascertain  from  the  history  of  the  case.    Dr.  J.  D.  Thomas,  of  Pitts- 
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burg,  is  one  of  the  most  careful  men  with  whom  I  have  to  do.  He 
is  a  good  microscopist  and  chemist,  and  makes  a  careful  examina- 
tion of  the  urine  of  his  patients  prior  to  delivery.  He  had  a  case 
in  which  he  had  made  an  examination  of  the  urine  two  days  before 
the  woman  went  into  labor,  and  he  did  not  find  either  tube-casts 
or  albumin.  The  woman  expressed  herself  as  feeling  good.  8he 
went  into  labor  suddenly ;  Dr.  Thomas  was  not  at  home  and  a  mes- 
senger came  after  me,  asking  me  to  go  and  attend  her.  I  went  and 
saw  the  woman  but  a  few  moments  before  the  child  was  born.  She 
appeared  to  be  in  excellent  condition  for  fifteen  minutes  after  the  de- 
livery of  the  child  and  placenta,  when  she  had  a  convulsion,  and  Dr. 
Thomas  arrived  about  this  tune.  We  gave  her  chloroform  and  bled 
her,  but  she  died  in  the  convulsion.  An  examination  of  the  urine  at 
this  time  showed  that  it  was  four-fifths  albumin.  I  would  like  to  call 
attention  to  other  cases  in  which  there  was  but  little  evidence  of  albu- 
minuria prior  to  labor,  and  yet  when  labor  set  in  the  albuminuria  ap- 
parently developed,  but  it  did  not  occur  to  the  extent  that  it  did  in  the 
case  of  which  I  have  spoken.  I  believe  albuminuria  exists  far  more 
frequently  than  is  generally  believed  in  pregnant  women.  I  bring  up 
this  point  for  the  purpose  of  showing  that  we  cannot  always  tell  when 
we  are  on  safe  ground. 

Dr.  Thomas  J.  Maxwell,  of  Keokuk,  Iowa. — With  reference  to 
the  subject  of  auto-infection,  you  will  remember  that  we  have  a  little 
work  published  in  this  country  by  Bouchard  about  two  years  ago.  It 
has  opened  up  a  very  wide  field  heretofore  unoccupied,  and  has 
thrown  a  good  deal  of  light  on  the  causes  of  many  diseases,  both  con- 
nected with  pregnancy  and  those  other  than  the  pregnant  condition. 
Bouchard  gives  some  very  simple  methods  by  which  wre  can  estimate 
the  amount  of  solids  that  are  eliminated  by  the  kidneys.  Urea  has 
hitherto  been  considered  to  be  the  poisonous  element  in  the  production 
of  eclampsia  and  uremic  poisoning.  But  he  has  demonstrated  beyond 
a  doubt  that  urea  possesses  but  little  if  any  poisonous  qualities.  Urea 
is  one  of  the  great  diuretics,  and  when  introduced  into  the  system  in- 
creases the  secretion  of  urine,  and  is  not  the  poisonous  element  that  it 
is  supposed  to  be.  We  have  a  great  many  poisons  other  than  that  of 
urea,  particularly  the  potassium  salts,  which,  when  retained  in  the  blood, 
produce  convulsions.  Furthermore,  we  have  infection  connected  with 
the  bowels,  with  retained  feces  that  are  absorbed,  and  here  comes  in 
the  importance  of  free  purgation  as  spoken  of  by  the  essayist — repeated 
evacuation  of  the  bowels  by  salines.  We  know  that  septicemic  cases, 
as  well  as  those  of  eclampsia,  show  albuminuria.  I  merely  call  atten- 
tion to  this  fact. 
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Dr.  H.  W.  Longyear,  of  Detroit. — I  wish  to  add  my  testimony 
against  the  exclusive  milk-diet ;  but  I  do  think  that  where  we  combine 
the  milk-diet  with  purgation  it  is  all  right  in  the  treatment  of  toxemia 
of  pregnancy.  In  the  other  diseases  in  which  it  is  recommended,  I 
am  of  the  same  opinion  that  Dr.  Wright  is,  and  in  fevers  and  my 
abdominal  work  I  steer  clear  of  the  milk-diet.  I  have  had  a  similar 
experience  with  Dr.  Wright  in  regard  to  its  use.  I  recall  one  case  that 
I  was  called  to  see  in  which  I  was  told  by  the  physician  that  the 
woman  had  a  tumor  or  an  abscess  following  typhoid  fever.  He  said 
that  it  was  presenting  in  the  rectum  and  was  discharging  large  quan- 
tities of  pus.  Upon  examination  I  found,  as  he  had  said,  a  large 
tumor  presenting  with  a  considerable  amount  of  apparently  very  offen- 
sive pus  coming  away  from  the  rectum.  On  further  examination  the 
mass  was  found  to  consist  of  caseous  material  and  had  to  be  scooped 
out.  I  think  we  will  rind  that  an  exclusive  milk-diet  will  occasionally 
work  in  this  way,  unless  we  resort  to  saline  purgation,  and  I  believe 
this  will  prevent  the  formation  of  hard  masses  when  it  is  used. 


THE  TREATMENT  OP  PUERPERAL  ENDOMETRITIS 
BY  THE  CAROSSA  METHOD. 


By  EDWARD  J.  ILL,  M.D., 

NEWARK. 


There  appeared  a  pamphlet  early  in  the  winter  of  1896,  on 
Fine  neue  Methode  der  Behandlung  des  Kindbett  Fieber  mil  durchsh- 
lagenster  Wirkung,  by  K.  Carossa. 

With  all  its  fantastic  theory,  there  appeared  a  grain  of  truth 
and  practicability  in  it,  which  led  me  to  its  trial  in  cases  of  puer- 
peral fever. 

Although  the  method  looks  much  like  permanent  irrigation,  it 
is  by  no  means  such.    The  author  of  the  method  describes  it  thus  : 

A  catheter  is  introduced  into  the  uterus,  and  this  organ  filled 
with  absorbent  gauze,  in  a  light  but  thorough  fashion.  At  the 
external  end  of  this  catheter  a  funnel  is  attached.  Through  this 
funnel  a  20  to  25  volume  per  cent,  of  alcohol  solution  is  poured  so 
as  to  flow  into  the  gauze  with  which  the  uterus  is  filled.  The 
quantity  to  be  used  is  from  30  to  50  c.crn.  every  hour,  day  and 
night. 

Carossa's  theory  is,  that  owing  to  the  high  temperature,  some  of 
the  alcohol  will  evaporate  and  bedew  the  whole  lining  membrane 
of  the  organ  with  an  alcohol  solution  no  longer  containing  25  per 
cent,  alcohol,  but  about  53  per  cent.,  thus  getting  a  very  appreci- 
able disinfecting  quality  of  the  alcohol. 

It  is  upon  the  production  of  alcohol  dew  that  Dr.  Carossa  mainly 
ascribes  the  excellent  results  of  the  method  employed.  Of  course, 
if  such  a  thing  took  place,  there  would  be  by  constant  evaporation 
a  production  of  high  per  cent,  alcohol,  and  constant  return  flow  of 
diluted  alcohol  from  the  mucous  membrane  of  the  uterus. 

Unfortunately,  this  theory  must  be  relegated  to  the  fantastic, 
since  an  evaporation  can  take  place  only  in  a  hollow  organ  filled 
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with  air,  and  such  the  uterus  is  known  not  to  be.  What  little  air 
is  introduced  with  the  gauze  or  the  alcohol  solution  must  soon  be 
carried  away  through  the  cervical  canal. 

It  is  not  the  province  of  this  paper  to  go  further  into  the  learned 
and  far-fetched  arguments  of  Dr.  Carossa,  which  he  thinks  would 
prove  the  above-mentioned  theory. 

There  are,  however,  several  things  about  the  method  which  rec- 
ommend themselves  to  our  consideration.  There  is  by  this  method 
a  possibility  of  keeping  the  genital  tract  clean  by  the  use  of  a  non- 
poisonous  antiseptic,  and  at  the  same  time  removing  debris  from 
the  uterus,  which  would  otherwise  tend  to  leave  material  and  form 
a  culture-medium  for  germs. 

We  all  know  from  our  alcohol  preparations  that  they  will  keep 
very  well  in  a  25  per  cent,  solution. 

Since  the  whole  uterus  is  filled  with  gauze  we  are  sure  to  have, 
by  diffusion  of  the  alcoholic  solution,  a  penetration  into  the  further- 
most recesses  of  the  cavity. 

A  further  reason  why  I  have  employed  it  is  the  possibility  of 
its  use  in  the  houses  of  the  poor,  where  the  most  primitive  nursing 
only  can  be  had,  and  where,  unfortunately,  the  disease  is  most 
frequent. 

The  way  I  have  used  it  in  five  cases  is  thus  :  I  first  cleanse  the 
uterus  in  the  usual  way  by  curettage  and  irrigation,  and  then  in- 
troduce into  the  uterus  an  ordinary,  small-size  soft  rubber  stomach- 
tube  with  an  open  end  and  a  funnel  attachment.  This  tube  I  take 
of  the  usual  length,  as  is  used  for  lavage  of  the  stomach.  Near  the 
funnel  end  there  should  be  a  clamp  screw.  The  uterus  and  vagina 
are  loosely  but  completely  filled  with  iodoform-gauze,  the  patient 
lying  on  her  back  and  the  perineum  retracted  with  the  speculum. 

I  now  pour  a  25  per  cent,  solution  of  95  per  cent,  alcohol  in 
water  to  the  amount  of  60  c.cm.  into  the  funnel,  and,  by  slightlv 
opening  the  clamp,  gradually  allow  the  fluid  to  flow  slowly,  so 
that  the  smarting  of  the  alcohol  will  not  be  felt  by  the  patient  too 
severely.  As  soon  as  the  last  part  of  the  solution  reaches  the 
clamp,  this  should  be  closed  down,  and  the  tube  will  remain  filled, 
so  that  a  new  installment  of  the  solution  will  not  carry  too  large 
a  quantity  of  air  with  it. 

The  accompanying  drawing  will  show  the  relation  that  gauze 
and  tube  take  within  the  uterus. 
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The  addition  of  60  c.cm.  is  done  once  in  two  hours.  It  will  be 
easily  understood  how  any  attendant  may  carry  out  these  simple 
instructions.  The  gauze  is  changed  not  oftener  than  once  in  three 
days,  and  may  be  left  six  days.  This  would  depend  somewhat 
upon  the  febrile  condition  of  the  patient.  I  have  used  the  method 
five  times  with  entire  satisfaction.  The  treatment  lasted  anywhere 
from  four  to  twelve  days,  and  the  term  of  pregnancy  from  six  to 
nine  months.    No  alcohol  poisoning  was  ever  observed. 

At  my  suggestion  my  colleague,  Dr.  W.  E.  Carroll,  has  carried 
it  out  twice  successfully,  once  in  a  case  of  pelvic  abscess,  where  he 
had  done  a  posterior  colpotomy,  aud  the  ordinary  means  of  drain- 
age failed.    A  single  illustration  will  suffice  : 

I  was  asked  to  see  Mrs.  M.,  an  Italian,  living  in  the  surroundings 
usual  to  those  people  of  the  lower  classes,  with  Dr.  A.  K.Baldwin, 
on  the  fifth  day  after  her  confinement.  She  had  had  several 
chills,  high  temperature  (104°  F.),  aud  a  correspondingly  high 
pulse.  The  treatment  outlined  above  was  carried  out,  with  the 
result  that  her  temperature  was  normal  six  days  afterward,  when 
gauze  and  tube  were  removed,  the  patient  having  a  purulent 
vaginitis  left,  which  rapidly  gave  way  to  the  permanganate  solu- 
tion. 

I  wanted  to  report  my  experience  with  this,  because  anything 
that  would  enhance  the  simplicity  of  the  treatment  of  this  malady 
deserves  our  attention  and  trial. 


DISCUSSION. 

Dr.  Albert  Goldspohn,  of  Chicago. — Mr.  President :  I  fail  to 
see  the  difference  between  the  treatment  mentioned  by  Dr.  Ill  and 
permanent  irrigation  in  cases  of  puerperal  endometritis.  I  do  not 
wish  to  reflect  on  the  treatment  at  all,  for  we  know  alcohol  to  be  one 
of  the  most  potent  admissible  germicides.  It  is  very  valuable  for 
systemic  use,  and  when  applied  locally  it  is  more  energetic  than  when 
distributed  in  the  system.  And,  in  opposition  to  the  remarks  made 
this  morning,  by  a  speaker  in  favor  of  the  dry  method,  that  water  is  one 
of  the  elements  that  germs  require  for  their  growth,  I  would  say  that 
while  this  is  true,  it  Avill  avail  them  nothing  if  it  is  frequently  or  con- 
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Stantly  changed,  for  thereby — as  by  frequent  vaginal  douches — the 
.successive  generations  of  germ  cultures  that  are  attempted  are  pre- 
vented and  the  ptomaiins  are  carried  away. 

Dr.  Ill  (closing  the  discussion). — The  method  I  have  described  is 
not  that  of  permanent  irrigation.  The  introduction  of  six  centigrams 
of  an  alcoholic  solution  does  not  make  permanent  irrigation.  The 
point  that  is  made  by  the  introduction  of  this  solution  is  that  it  will 
disseminate  amongst  the  gauze  and  touch  every  portion  of  the  uterine 
cavity.  Permanent  irrigation  has  been  found  to  be  faulty,  in  that 
the  solution  flows  out  alongside  the  tube,  and  remote  portions  of  the 
uterine  cavity  are  not  touched  by  it. 


POST-OPERATIVE  LESIONS  AND  SEQUEL/E. 
Their  Extent,  Character,  and  How  to  Deal  with  Them. 


By  JOSEPH  PRICE,  M.D., 

PHILA.DKI.PHIA. 


It  must  have  come  to  the  notice  of  many  of  you  that  there  are 
numbers  of  useless,  often  harmful  operations.  It  seems  a  commou 
affair  for  surgeons,  or  those  passing  as  such,  to  work  some  little 
end  at  the  expense  of  all  the  risk  of  a  regular  operation.  They 
have  only  in  view  some  temporary  or  peculiar  benefit,  without 
sufficient  consideration  of  the  subsequent  work  necessary  to  com- 
plete cure.  Our  great  aid  lies  in  the  recuperative  abilities  of  the 
patient ;  and  what  can  one  expect  when  her  vital  powers  are  taxed 
for  recovery  from  numerous  ill-judged  operations"?  It  is  surely  a 
matter  for  considerable  caution.  The  excuses  are  few  for  repeated 
operations.  We  will  view  repeated  operations  from  two  stand- 
points :  one  is  where  pathological  conditions  and  the  broken-down 
condition  of  the  patient  are  such  as  to  render  a  complete  operation 
of  extreme  peril  to  the  patient.  To  determine  this  question,  the 
extent  to  which  procedure  is  safe,  is  one  of  the  most  serious  that 
appeals  to  surgical  judgment.  It  is  only  such  conditions  that  jus- 
tify leaving  anything  for  a  second  operation.  The  other  and  more 
frequent  reason  for  re-operation,  the  one  least  to  be  justified,  the 
one  a  reproach  upon  our  surgery,  is  the  attempted  work  of  ignor- 
ance or  that  which  cowardice  leaves  uncompleted.  There  is  an 
explanation  of  the  necessity  for  many  repeated  operations,  which 
we  give  with  a  sense  of  regret.  The  commercial  element  repeat- 
ediv  enters  in  with  a  resistless  influence;  there  is  a  money  motive 
— this  where  the  life  of  a  human  being  is  involved  !  The  reason- 
ing is  from  any  other  than  a  high  professional  standpoint.  "  This 
is  a  paving  case ;  I  will  go  as  far  in  this  case  as  is  absolutely  safe. 
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I  will  give  temporary  relief,  secure  the  patient  a  brief  period  of 
comparative  comfort,  and  when  the  trouble  returns  in  aggravated 
form  the  patient  will  go  into  other  hands  for  complete  removal  of 
the  trouble,  with  probahle  if  not  very  certain  increase  of  some 
one's  statistics  of  mortality."  This  is  the  conduct  and  reasoning 
of  too  many.  Statistics  have  become  too  much  a  matter  of  mere 
advertising  concern,  and  are  therefore  of  little  value.  All  of  us 
are  concerned  in  our  mortality,  all  want  our  patients  to  recover ; 
but  mere  recovery  from  an  operation  does  not  in  very  many  in- 
stances mean  a  cure  ;  the  terms  are  not  synonymous.  Indeed,  the 
condition  of  the  patient,  after  so-called  recovery  from  certain  oper- 
ations is  worse,  the  suffering  greater,  the  life  in  greater  peril  than 
before.  Mere  experiment  is  responsible  for  very  many  repeated 
operations.  This  experimenting  is  not  limited  to  the  young — 
those  fresh  from  our  college  benches.  Experience  convinces  me 
that  many  of  our  young  men  are  more  conscientious  than  some  of 
their  seniors.  They  push  their  special  work  until  they  have  a 
fitness  for  it.  This  they  can  afford  to  do,  for  when  they  begin 
they  will  know  how,  and  therein  lies  the  secret  we  are  all  seeking. 

Leaving  this  side-play,  let  us  talk  surgery  ;  and  permit  me  to 
say  it  is  difficult  to  talk  it  wisely,  more  difficult  to  practise  it  wisely. 
In  every  case  there  should  be  a  very  reasonable  certainty  as  to  ex- 
isting trouble,  otherwise  it  is  impossible  to  determine  upon  the 
method  of  treatment.  But  the  error  is  not  always  of  diagnosis  ; 
the  operator  may  be  moved  by  the  craze  to  operate.  The  subjects 
of  these  unjustifiable  operations — operations  for  slight  or  undefined 
troubles — receiving  no  relief,  will  permit  a  real  trouble  to  grow 
until  conditions  become  such  that  relief  by  the  most  skilful  surgery 
is  difficult  and  of  uncertain  result.  In  many  of  the  cases  of  re- 
peated operations  the  primary  operation  was  unjustifiable ;  there 
was  error  of  diagnosis  ;  doubt  and  speculation  in  the  mind  of  the 
operator  as  to  existing  trouble.  The  primary  operation  may  create 
conditions,  set  up  adhesions,  which  make  the  second  operation  diffi- 
cult and  dangerous.  All  forms  of  exploratory  operations  imply 
ignorance  and  doubt,  and  are  responsible  for  much  of  the  work 
which  has  to  be  repeated.  It  is  true  that  there  are  cases  where  an 
exploratory  procedure  serves  a  good  purpose,  and,  when  done 
under  proper  surgical  method  and  with  absolute  cleanliness,  in- 
volves no  great  risk  to  the  patient.    It  should  be  kept  in  mind 
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that  all  surgical  procedures  involve  more  or  less  risk.  The  toler- 
ance of  the  peritoneum  has  tempted  to  a  great  deal  of  surgical  non- 
sense, often  to  a  carelessness  or  rashness  which  sets  up  pathological 
conditious  requiring  radical  surgery  for  their  correction.  We  will 
name  a  few  of  the  procedures  which  give  us  a  large  percentage  of 
second  operations:  1.  Dilatation  and  curettement.  2.  Vaginal 
puncture.    3.  Vagiual  hysterectomy. 

Then  comes  the  operation  that  cures — abdominal  section,  the 
freeing  of  omentum  and  bowel,  both  large  aud  small,  the  removal 
of  pathological  conditions,  irrigation  and  drainage.  The  class  of 
patients  upon  whom  repeated  operations  are  most  frequently  re- 
quired are  the  well-to-do,  those  who  can  afford  to  go  to  Florida, 
to  Paris,  to  travel  about  the  world  consulting  specialists  aud  all 
kinds  of  men — meu  with  fads,  some  very  much  like  those  species 
of  fish  with  both  eyes  on  one  side  of  the  head,  unable  to  see  but 
one  side  of  an  object,  that  side  only  too  frequently  the  financial 
side.  The  patient  is  advised  to  numerous  forms  of  treatment,  very 
frequently  treatment  which  only  aggravates  the  condition.  Along 
with  the  treatment  I  have  named,  the  rest  cure  comes  in.  The 
rest  cure  has  its  field  ;  but  when  we  have  to  deal  with  certain  path- 
ological conditions  we  must  recognize  that  there  is  something  more 
than  rest  needed.  Rest  cannot  correct  diseases  of  the  pelvic  vis- 
cera. In  appendicitis  a  second  operation  occurs  to  relieve  obstruc- 
tion or  break  up  adhesions  which  were  the  result  of  the  incomplete 
primary  operation.  In  many  of  these  cases,  as  in  others,  the  com- 
plications are  so  great  and  extensive  that  the  operator,  not  having 
the  knowledge  aud  skill,  or  lacking  courage,  abandons  the  pro- 
cedure with  the  entirely  too  common  apology,  "  inoperative," 
"  hopeless."  The  freeing  of  visceral  adhesions  in  primary  opera- 
tions is  rare,  and  for  this  reason  very  much  work  has  to  be  gone 
over  again  with  all  the  difficulties  aggravated  tenfold.  Too  many 
operators  are  content  with  the  simple  removal  of  a  growth,  with 
correcting  the  fixation  or  pathological  conditious  about  it.  A  par- 
tially  adherent  bladder,  if  not  freed,  will  remain  a  perpetual  source 
of  annoyance.  Bands  of  adhesion  about  the  ileum,  if  not  freed, 
form  the  post-operative  obstruction  we  see  so  commonly  reported. 
The  removal  of  remaining  and  irritating  material,  careful  trimming 
of  all  ragged,  f  riugy  adhesions,  clearing  away  of  all  debris  aud  clot, 
and  well-placed  drainage  at  the  seat  of  oozing,  will  favor  a  perfect 
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cure.  It  is  sometimes  necessary  to  retie  old  pedicles  when  por- 
tions of  an  original  cyst  or  tumor  remain  in  the  pedicle,  and  cut  or 
scrape  with  a  short  knife  the  dirty  seat  of  dead  ligatures  and  stitch 
healthy  peritoneum  over  those  parts.  The  surgery  of  the  rectum 
aud  sigmoid  from  the  intrapelvic  side  has  not  been  written.  In 
most  repeated  operations  the  cicatrix  and  ventral  hernia  require 
detail  and  painstaking  surgery.  The  repair  of  the  omentum,  com- 
monly adherent  to  cicatrix  in  pelvic  viscera,  is  important. 

Unfortunately,  too  many  poor  women  continue  to  suffer  from 
post-operative  lesions ;  they  are  told  to  have  patience,  that  the 
symptoms  will  vanish.  Very  frequently  there  is  opposition  on 
the  part  of  the  physician  to  reopening  and  correcting  the  mischief  ; 
some  look  upon  visceral  adhesions  as  necessarily  fatal.  A  few  do 
not  consider  an  operation  complete  until  all  visceral  adhesions  have 
been  carefully  freed  and  repaired  and  left  in  as  normal  condition 
as  possible  ;  after  the  repair  of  viscera  for  the  removal  of  growths, 
placing  all  viscera  in  pathological  relation.  A  number  of  opera- 
tors remove  tumors  without  examining  surrouuding  parts.  When 
we  hear  of  a  case  operated  upon  two  or  three  times  by  the  same 
operator  we  have  no  difficulty  in  forming  an  estimate  of  his  sur- 
gical ability.  We  know  that  in  his  primary  operation,  in  his 
second  and  probably  third  venture,  he  left  something  behind  he 
should  have  removed ;  all  through  he  was  doing  incomplete  work. 
We  fully  recognize  that  too  much  surgery  in  extremely  debilitated 
patients  will  kill  just  as  surely  as  none  at  all.  Methods  of  pro- 
cedure have  much  to  do  with  the  necessity  for  repeating  operation. 
As  an  illustration  of  this  fact,  I  will  refer  to  a  very  recent  case  of 
my  brother,  Dr.  M.  Price.  There  will  be  no  difficulty  in  drawing 
conclusions  from  the  report.  The  patient  was  referred  to  him 
for  operation.  It  was  found  the  woman  was  suffering  with  an 
abscess  on  the  left  side  extending  above  the  umbilicus  ;  pulse  120, 
temperature  102°  ;  leaking  badly  ;  septic  in  the  extreme ;  uterus 
fixed;  fluctuations  in  the  pelvis  easily  determined.  A  diagnosi- 
of  pelvic  abscess  was  made  without  hesitation.  The  abdomen  was 
opened  from  above.  The  bowel,  omentum,  and  mesentery  were 
all  firmly  attached  to  the  walls  of  the  abscess,  which  extended 
above  the  umbilicus,  and  as  adhesions  were  broken  by  the  hands 
pus  begau  to  well  up  from  under  the  sac  as  it  was  detached.  The 
enucleation  continued  down  to  the  depths  of  Douglas's  pouch,  over 
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the  back  of  the  uterus,  and  under  the  entire  left  broad  ligament. 
The  abscess  wall  was  enucleated,  torn  from  its  fastenings,  and  de- 
livered. It  consisted  of  three  distinct  abscesses — an  abscess  the  full 
length  of  the  tube,  a  dermoid  cyst  (the  contents  of  which  had  become 
infected),  and  a  large  handful  of  hair  and  dermoid  debris — which 
occupied  the  space  close  to  the  crest  of  the  ileum  and  well  under  the 
broad  ligament.  All  were  removed.  There  was  thorough  irriga- 
tion of  the  abscess  cavity,  and  which  was  extended  into  every  nook 
and  corner  where  pus  was  likely  to  have  worked  its  way,  every- 
thing thoroughly  washed  out,  and  glass  drainage  used  for  two 
days.  The  patient's  pulse,  temperature,  and  septic  condition  rap- 
idly changed,  and  she  made  a  perfect  recovery.  It  would  have 
been  utterly  impossible  to  have  said  before  operation  in  this  case 
what  amount  of  work  would  have  to  be  done.  It  would  have 
been  impossiblle  to  have  corrected  the  lesions  of  the  bowel ;  to 
have  broken  up  adhesions,  or  to  have  removed  the  sac  of  the  abscess 
or  pyogenic  membrane ;  to  have  dealt  with  the  dermoid,  or  to 
have  treated  this  case  in  any  way  safe  to  the  patient  except  by  ab- 
dominal section  and  drainage  from  above.  Bv  the  vaginal  route 
the  operation  must  have  proved  a  failure. 

I  have  used  the  term  methods.  It  has  become  a  term  of  rather 
loud  use.  The  inventive  genius  of  the  profession  of  the  period 
seems  to  be  in  the  direction  of  "  new  methods."  If  there  was  less 
deception  about  results  we  would  have  less  confusion  and  be  better 
able  to  determine  the  value  of  any  given  surgical  procedure,  and 
our  patients  would  be  greatly  the  gainers.  While  it  is  digressive, 
I  regard  it  as  an  important  and  profitable  question  to  ask  ourselves, 
Have  we  advanced  any  in  the  last  ten  years  in  our  relative  posi- 
tion to  the  men  who  stand  to  us  as  pioneers,  who  gave  us  our  first 
lessons,  our  advanced  position?  If  so,  in  what  respect"?  Have 
what  we  have  called  our  own  advances,  improved  ways,  lowered 
our  mortality  ?  In  pelvic  surgery  Tait  stood  first — taught  us  the 
best  we  know.  He  has  had  no  very  close  second.  His  disciples 
have  not  greatly  improved  upon  his  ways,  but  it  is  near  home  our 
concern  lies.  We  can  profitably  inquire,  What  new  truths  have 
we  added  to  the  stock  of  our  scientific  knowledge — we  mean  that 
which  is  original  with  ourselves?  Along  this  line  how  do  we 
stand  with  our  brothers  across  the  seas  ?  We  have  names  we  can 
place  by  the  side  of  the  great  names  in  our  science,  no  matter  of 
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what  laud  or  nativity.  While  we  welcome  from  any  and  all 
sources  new  truths — all  those  results  of  research  which  advance 
our  science — we  do  not  want  foreigners  to  do  our  thinking  for  us 
any  more  than  we  want  them  to  make  our  laws  for  us.  In  the 
line  of  our  professional  literature  we  want  less  foreign  importa- 
tion and  better  and  more  home  production.  Above  all,  let  us  be 
more  American  ;  as  doctors,  think  and  act  with  the  spirit  of  Amer- 
icans. Yet  another  important  inquiry  :  How  much  do  these  asso- 
ciations do  for  us  by  way  of  stimulating  in  our  profession  the  spirit 
that  is  American '?  How  much  in  the  direction  of  making  us  our 
own  teachers,  investigating  and  inventing  for  ourselves?  How 
much  to  make  false  the  reproach  of  being  foreign-taught?  If  we 
desire  to  act  in  the  genuine  honest  American  spirit  we  must  admit 
we  have  been  stealing  very  much  from  our  foreign  brothers  and 
proclaiming  it  as  peculiarly  our  own.  We  have,  in  a  degree,  been 
following  a  bad  foreign  example  in  grabbing  and  claiming  very 
much  that  was  not  our  own.  We  have  done  our  grabbing  very 
much  as  if  it  was  one  of  the  privileges  guaranteed  to  us  by  the 
Declaration  of  American  Independence.  In  this  grabbing  game  it 
is  very  true  that  we  have  followed  closely  the  example  of  our  English 
brothers,  who  believe  that  the  great  English  Magna  Charta 
blankets  the  world.  As  Americans  we  need  to  go  forward.  In 
this  forward  movement  each  one  of  us  is  one  of  the  procession.  We 
can  add  our  enthusiasm,  cheer,  and  strength.  Our  courage  should 
be  strong ;  we  want  great  masters  in  our  science  to  grow  up  among 
us.  Frequently  some  one  of  our  medical  or  surgical  brothers 
comes  running  out  of  the  bushes,  crying,  "  I  have  found  some- 
thing." It  is  usually  a  bug  and  antitoxin  or  a  new  method. 
There  are  few  more  potent  factors  in  the  mid-direction  of  our  sur- 
gical efforts  than  the  importunities  of  our  subjects  for  immediate 
bodily  relief  or  comfort.  The  idea  has,  I  am  sure,  much  influence 
with  the  younger  practitioners  anxious  to  please  and  show  their 
resources.  This  brings  up  the  important  fact  that  a  clear  judg- 
ment as  to  methods  for  the  eventual  welfare  of  the  patient  must  be 
uninfluenced  by  any  consideration  of  present  desire.  Of  course,  we 
would  not  bar  any  harmless  comfort,  since  we  aim  always  at  a 
favorable  condition  of  mind  ;  but  there  can  be  no  doubt  that  even 
a  quick  sympathy  will  urge  the  physician  to  hesitancy  or  a  rash 
performance.    He  must  be  far  above  any  effects  of  the  patient's  talk. 
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There  is  little  reason  in  speaking  of  conservatism  in  connection 
with  surgery.  It  is  not  a  business  which  exhibits  such  a  phase. 
There  are  corporations  which  affect  to  deal  conservatively  in 
stocks,  nothing  but  gilt-edged  securities  ;  but  when  you  consider 
surgery  as  clinging  solely  to  well-defined  treatments  and  opera- 
tions, practised  only  in  cases  of  undoubted  precedent  and  by 
methods  of  certain  establishment,  you  suppose  a  regulation  of 
diseases  which  would  be  comfortable.  But  surely  such  a  condition 
is  not  considerable  for  a  moment.  True,  we  report  such  a  number 
of  cases  of  appendicitis,  perforating  typhoid  ulcer,  tubercular 
ulcers,  fixation  of  pus-tube  at  the  head  of  cecum,  as  successf un- 
treated in  such  manner.  Yet  we  are  sure  that  exactly  the  same 
troubles  are  never  encouutered  in  any  set  of  patients  whose  diseases 
take  the  same  names.  And  how  do  we  prosper  if  we  are  not 
radicals?  There  is  radicalism  which  means  sure  progress.  The 
physician  is  foremost,  best,  and  most  helpful  to  us  who  clubs  his 
way  through  the  sceptics.  There  is  surely  enough  slowness  and 
dulness  abroad  to  excuse  a  little  radicalism.  The  valuable  aids  in 
our  work  are  bold — not  too  bold,  but  it  takes  a  considerable  over- 
■onfidence  to  be  successful  in  our  difficult  operations.  Not  haste, 
not  sloth,  not  timidity,  but  of  all  things  thoroughness. 

Talk  to  men  who  have  searched  all  things  in  their  line  and  are 
•ompletely  prepared  for  work,  and  such  men  are  duly  prepared  to 
be  radicals.  We  note  the  men  who  have  an  intuitional  advantage 
and  peculiar  power  individually.  They  have  it  pre-eminently  by 
experience,  by  work,  and  are  far  from  conservatism  ;  they  do  not 
cling  to  things  to  which  the  mosses  and  lichens  cling  ;  they  are 
not  idolaters  of  fossils.  There  can  be  nothing,  to  my  mind,  more 
discouraging  than  a  great  series  of  doubts  and  speculations  attached 
to  various  cases  treated.  They  start  thought  decidedly  in  hinder- 
ing directions,  and  possess  undeniably  hurtful  influences  on 
young  practitioners  who  read  carefully  much  of  the  work  of  their 
elders.  There  is  more  hesitation  and  lack  of  confidence  in  the 
work  of  the  younger  men  than  need  be.  As  to  moral  hesitation, 
I  will  quote,  for  they  have  a  general  application,  the  words  of  the 
greatest  general  surgeou  in  America,  one  pure  and  splendid  in  his 
motive,  heroic  and  successful  in  his  work — Dr.  Nicholas  Senn  :  "I 
am  free  to  confess  that  I  have  never  been  able  to  muster  my  cour- 
age to  attempt  to  attack  the  skull  of  a  poor  microcephalic  child, 
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because  I  have  always  regarded  the  operation  as  useless  in  pro- 
moting brain  development.  The  responsibility  of  the  surgeon  is 
not  limited  to  the  defective  mental  development  of  the  child,  nor  the 
importunity  of  the  parents  in  demanding  an  operation  at  all  haz- 
ards. The  surgeon  should  stand  guard  over  such  a  charge.  Mind- 
ful of  the  limits  of  surgery,  have  we  a  right  to  estimate  humau 
happiness  ?  The  drivelling  idiot  has  many  enjoyments  that  you 
and  I  know  nothing  about.  His  responsibilities  to  God  and  man 
are  limited,  and  his  existence  on  earth  is  a  long,  happy  dream, 
which  only  ceases  when  the  soul  leaves  the  imperfect  body  and 
returns  whence  it  came,  where  mental  distinction  is  unknown." 

These  words,  gentlemen,  go  out  to  the  world,  showing  there  is 
great  conscience  in  our  surgery.  They  go  with  the  imprint  and 
authority  of  the  name  of  one  who  is  every  day  busy.  As  we  age> 
as  our  experiences  crowd  upon  us,  our  science,  with  all  its  mys- 
teries, becomes  a  clearer  science ;  and  the  more  weighty  grow  our 
responsibilities,  the  more  enlarged  our  conceptions  of  duty,  we  feel 
the  more  keenly  the  issues  we  carry  in  our  hands — there  is  sensi- 
tiveness to  all  breathing  about  us. 


SOME  OF  THE  SEQUELS  FOLLOWING  SUPRA- 
VAGINAL HYSTERECTOMY. 


By  RUFUS  B.  HALL,  M.D., 

CINCINNATI. 


That  method  of  operation  in  abdominal  hysterectomy  which 
will  yield  the  best  results,  both  primarily  and  secondarily,  is  a 
problem  that  has  not  yet  been  solved.  A  few  years  ago  the  extra- 
peritoneal treatment  of  the  stump  was  the  almost  universal  method. 
The  radical  change  from  that  method  to  total  extirpation  and  the 
supravaginal  amputation  led  the  majority  of  operators  to  believe 
the  problem  was  solved.  They  accepted  the  methods  at  once,  and 
believed  that  nothing  more  was  to  be  desired.  They  considered  the 
technique  of  abdominal  hysterectomy  completed ;  there  could  be 
nothing  further  in  that  direction.  With  one  or  the  other  of  these 
methods  all  operable  cases  could  be  dealt  with  satisfactorily. 
Whichever  method  was  chosen,  definite  and  satisfactory  results 
could  be  safely  anticipated. 

It  seems  to  me  we  have  been  too  hasty  in  giving  these  methods 
our  unlimited  approbation.  All  the  methods  so  far  have  some 
serious  defects.  I  have  no  new  method  to  offer,  but  I  will  give 
you  some  of  the  unpleasant  sequela?  following  the  supravaginal 
operation  in  my  work,  hoping  the  discussion  may  bring  out  much 
that  is  interesting  and  profitable. 

The  objections  to  the  extraperitoneal  or  clamp  method  are  too 
well  known  to  need  comment.  Yet  in  the  hands  of  a  few  men, 
notably  Price  and  Bautock,  the  results  are  excellent. 

I  was  one  of  the  first  to  advocate  total  extirpation,  and  the  first 
to  make  the  operation  in  my  own  State.  I  attained  excellent  re- 
sults with  it.  It  is  an  ideal  surgical  procedure  in  technique  and 
in  results  up  to  the  sixth  or  seventh  day.  Then  the  trouble 
begins. 
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In  performing  the  operation,  after  making  the  incision  I  take 
the  most  accessible  broad  ligament,  ligate  the  ovarian  artery  in 
mass  external  to  the  ovary,  cut  the  ligature  short  and  leave  it  for 
a  permanent  ligature.  I  place  a  hemostatic  forceps  next  to  the 
uterus,  including  in  its  bite  the  ovarian  artery,  to  prevent  recur- 
rent bleeding,  then  divide  the  broad  ligament  external  to  the  ovary 
down  to  the  reflection  of  the  peritoneum  in  front.  Seize  the  op- 
posite broad  ligament  and  treat  in  like  manner.  The  uterus  and 
tumor  can  now  be  readily  brought  into  the  incision.  Divide  the 
peritoneum  in  front  above  the  top  of  the  bladder  and  push  the 
bladder  well  down.  The  uterine  arteries  can  be  plainly  felt  with 
the  fingers.  I  pass  a  ligature  under  the  artery,  not  including  the 
peritoneum,  and  ligate  it.  Placing  the  forceps  on  the  artery  on 
the  uterine  side,  I  divide  between  the  ligature  and  forceps,  and  leave 
one  end  of  the  ligature  eight  inches  long.  The  same  procedure  is 
carried  out  on  the  opposite  side.  The  peritoneum  on  the  back  of 
the  tumor  is  now  divided  and  the  cervix  entirely  removed  with  a 
few  clips  of  the  scissors  or  with  a  scalpel.  Any  bleeding  points 
— and  there  are  usually  a  few — seize  with  hemostatics  and  ligate 
with  flue  silk.  Leave  one  end  long.  This  leaves  all  of  the  liga- 
tures that  are  to  be  removed  low  down  in  the  pelvis  near  the  top 
of  the  vagina.  The  ends  are  caught  in  the  bite  of  a  forceps  and 
passed  out  through  the  vagina.  A  piece  of  gauze  is  now  passed 
from  above  out  through  the  vagina,  one  end  coming  up  above  the 
bite  of  the  ligature.  An  assistant  makes  traction  upon  the  liga- 
tures, and  this  coaptates  the  wound  nicely.  The  peritoneal  edges 
are  infolded  so  as  to  bring  broad  surfaces  of  the  peritoneum  to- 
gether. This  is  closed  with  fine  catgut  in  such  a  manner  that 
both  ovarian  stumps  and  their  ligatures  are  left  inside  the  peri- 
toneal cavity.  It  is  very  essential  not  to  turn  the  stumps  under 
the  peritoneum  ;  if  this  is  done  there  is  danger  of  the  ovarian  liga- 
ture becoming  infected  later  and  an  abscess  forming  high  up. 
This  will  not  occur  if  treated  as  suggested,  because  the  ovarian 
ligature,  being  wholly  inside  the  peritoneal  cavity,  becomes  en- 
cysted. You  will  now  readily  see  why  we  get  trouble  on  the  sixth 
or  seventh  day. 

Infection  invariably  takes  place  from  the  vagina,  and  pus  forms 
about  the  ligatures.  Until  they  come  away  there  is  a  slight  rise 
of  temperature,  rarely  above  100°.    The  same  inflammation  that 
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causes  the  pus  favors  the  protection  of  the  peritoneal  cavity ;  it 
firmly  agglutinates  the  peritoneum  forming  the  pelvic  floor.  There 
is  no  probability  of  pus  finding  its  way  into  the  peritoneal  cavity, 
for  there  is  free  exit  through  the  vagina. 

These  patients  suffer  less  and  convalesce  as  easily  as  after  an  or- 
dinary ovariotomy,  yet  this  pus  from  the  vagina  is  what  I  detest 
about  the  method.  It  is  a  serious  objection  to  the  operation.  It 
is  not  a  perfect  result,  surgically  speaking,  for  this  reason. 

If  any  other  method  will  yield  as  good  final  results  without  these 
primary  complications,  that  is  the  method  to  follow.  To  overcome 
the  annoyance  of  suppuration  of  the  ligatures,  I  used  specially 
prepared  catgut  for  all  the  ligatures  placed  below  the  peritoneum. 
This  obviated  the  annoyance  from  suppuration  and  the  necessity 
for  removal  of  the  silk  ligatures  ;  but  experience  convinced  me 
that  catgut  was  not  to  be  relied  upon  to  prevent  hemorrhage,  so  I 
have  abandoned  its  use. 

Notwithstanding  my  good  results  with  this  method,  after  seeing 
Dr.  Kelly,  of  Baltimore,  in  June,  1895,  make  the  supravaginal 
operation  with  his  modifications  and  improvements  in  the  technique 
of  the  Baer  method,  I  determined  to  give  his  method  a  trial.  He 
cuts  the  cervix  in  a  cone  shape  and  closes  it  with  five  or  six  silk- 
worm-gut sutures,  cutting  the  ends  short  and  closing  the  peritoneum 
over  the  stump.  By  this  method  he  claimed  to  get  primary  union 
of  the  cervical  tissue  and  most  excellent  results.  This  operation 
does  not  appear  so  radical  as  total  extirpation  ;  and  by  leaving 
the  cervix  the  vagina  is  not  shortened,  as  is  claimed  it  is  in  the 
previous  method,  and  there  are  no  infected  ligatures.  I  have  per- 
formed the  operation  by  this  method  forty-six  times,  and  my  re- 
sults have  not  been  what  I  hoped  for.  It  is  of  these  results  that 
I  wish  to  speak.  Of  these  forty-six  patients,  eleven  have  had 
post-operative  sequela?  due  to  the  buried  ligatures.  These  cases 
all  made  beautiful  primary  recoveries.  Only  one  showed  any 
manifestation  of  an  infected  ligature  earlier  than  the  seventh  week 
following  the  operation.  At  the  end  of  the  fourth  week  this  one 
commenced  to  complain,  and  in  a  few  days  had  a  slight  discharge 
of  pus  from  the  vagina  accompanied  with  pain  in  the  pelvis  and 
slight  fever.  After  the  discharge  of  the  pus  this  rapidly  disap- 
peared, to  return  again  after  intervals  varying  from  a  few  days  to 
four  or  five  weeks  until  the  ligatures  were  removed.    I  dilated  the 
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remains  of  the  cervical  canal,  cut  the  silkworm-gut  sutures  and  re- 
moved them ;  this  established  better  drainage,  and  in  a  short  time 
the  silk  sutures  also  came  away,  and  the  patient  had  no  further 
trouble.  The  other  cases  had  a  similar  history,  except  in  the  length 
of  time  before  they  commenced  to  complain.  Some  did  not  have 
any  trouble  for  three  months  ;  others  for  four,  five,  six,  and  eleven 
mouths  after  the  operation.  After  dilating  the  cervical  canal  and 
removing  the  silkworm-gut  sutures  I  was  able  to  cure  all  these  cases 
except  two.  These  patients,  one  sixteen  months  since  her  operation 
and  the  other  eighteen  months,  still  have  sinuses  leading  up  to  the 
silk  ligatures,  and  have  discharges  of  pus  every  four  or  five  weeks, 
following  an  attack  of  pain  for  two  or  more  days.  I  am  con- 
vinced that  iufection  of  the  ligatures  takes  place  through  the  cer- 
vical canal ;  also,  that  a  large  per  cent,  of  the  patients  so  operated 
upon,  where  silk  and  silkworm-gut  are  used  for  the  buried  suture, 
will  have  infection  of  the  ligatures  some  months  following  the 
operation  in  any  man's  hands.  If  the  silk  or  silkworm-gut  had 
been  at  fault  we  would  have  had  infection  following  immediately 
after  the  operation.  This  we  did  not  have.  Again,  the  same  silk 
and  silkworm-gut  were  used  in  other  operations,  the  silk  in  the 
peritoneal  cavity  and  the  silkworm-gut  for  closing  the  abdominal 
incision,  and  no  infection  took  place.  It  is  only  logical  to  expect 
infection  and  discharge  of  the  ligatures  in  this  operation.  It  is 
entirely  different,  placing  silk  ligatures  beneath  the  peritoneum,  as 
in  this  operation,  and  placing  them  in  the  peritoneal  cavity  where, 
experience  teaches,  they  soon  become  encysted  if  sterile  when  placed. 
I  have  had  personal  interviews  with  a  number  of  the  leading 
surgeons,  and  the  best  operators  in  general  surgery  are  today  aban- 
doning the  use  of  silkworm-gut,  silk,  and  silver  wire  in  radical 
operations  for  hernia,  because  in  such  a  large  per  cent,  of  cases  the 
ligatures  slough  out  months  afterward.  Tin's  is  a  good  argument 
against  this  method  of  making  hysterectomy.  The  general  surgeon 
has  a  perfectly  sterile  field  in  which  to  place  his  ligatures  in  the 
Bassini  operation,  and  can  keep  the  field  of  operation  sterile  after- 
ward. We  cannot  keep  the  vagina  sterile.  Dr.  William  B.  Coley, 
in  the  Annals  of  Surgery,  March,  1897,  speaking  of  nonabsorb- 
able sutures  in  the  Bassini  operation,  says:  "There  are  a  few 
points,  however,  to  which  I  would  like  to  call  especial  attention,  as 
I  believe  them  to  be  of  importance.     First,  the  substitution  of 
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kangaroo  tendon  for  silk  (used  by  Bassini),  which  I  have  adopted 
for  all  buried  sutures,  I  consider  a  distinct  advantage.  A  year  or 
more  ago  I  published  sixteen  cases  in  which  I  had  observer]  very 
slow  healing  and  troublesome  sinuses,  due  to  non-absorbable  su- 
tures, silk,  silkworm-gut,  and  silver  wire.  Since  then  I  have  seen 
four  others.  Many  of  these  sinuses  developed  upward  of  a  year 
after  the  operation,  and  in  wounds  that  had  healed  by  primary 
union."  If  the  general  surgeons  are  having  so  much  trouble  with 
the  non-absorbable  sutures  that  tbey  are  discontinuing  their  use 
in  the  operation  referred  to,  it  is  strange  we  have  not  heard  some 
complaint  from  the  same  cause  following  supravaginal  hysterec- 
tomy. From  my  own  experience  I  am  strongly  inclined  to  believe 
it  is  in  this  instance  much  as  it  was  with  the  sponges.  After  the 
attention  of  the  profession  was  called  to  the  danger  of  leaving  a 
sponge  in  the  peritoneal  cavity  after  an  operation,  a  number  of 
well-known  operators  acknowledged  the  accident  had  befallen  them, 
but  they  had  not  made  it  known,  for  obvious  reasons.  If  there  are 
others  among  us  who  are  having  these  sequelae  to  the  operation, 
let  it  be  known.    Give  us  the  subsequent  history  of  the  operation. 

If  it  is  really  an  advantage  to  save  the  cervix,  and  this  operation 
is  to  be  the  operation  of  the  future,  we  must  improve  the  technique. 
We  must  ligate  with  silk,  leaving  one  end  of  each  thread  long, 
and  bring  them  through  the  cervical  canal,  which  is  left  open  ; 
or  make  a  subperitoneal  opening  behind  the  cervix,  which  I  pre- 
fer, and  bring  the  ends  of  the  ligatures  through  this  opening, 
closing  the  peritoneum  over  them  as  before.  This  method  secures 
us  immunity  from  hemorrhage  and  would  yield  perfect  permanent 
results,  but  it  is  open  to  the  same  objection  we  find  to  total  extir- 
pation— that  is,  infection  of  the  ligatures  and  their  subsequent  re- 
moval. Another  way  is  to  use  absorbable  ligatures,  of  which 
kangaroo  tendon  is  probably  the  best.  I  have  given  this  method 
but  a  limited  trial,  for  instinctively  I  am  afraid  of  it.  All  animal 
ligatures  are  unsafe  for  the  ligation  of  vessels,  especially  so  in  the 
abdominal  cavity,  where  the  bleeding  cannot  be  readily  detected. 
As  soon  as  the  suture  is  buried  in  the  tissues  the  moisture  swells  it 
and  the  knot  begins  to  loosen.  With  vessels  so  large  and  tension 
so  great  as  in  the  uterine  artery,  the  danger  of  hemorrhage  from 
that  cause  is  too  great  for  the  patient  to  incur.  A  secondary  hem- 
orrhage under  these  circumstances  means  practically  death. 
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I  present  here  some  sutures :  four  silkworm-gut  removed  from 
the  cervix,  and  three  silk  sutures  from  the  tissues  above,  fifteen 
months  after  the  supravaginal  operation.  I  removed  them  through 
the  cervical  canal.  This  patient  was  well  up  to  within  four  months 
of  the  time  I  removed  these  sutures.  She  then  began  to  suffer 
from  a  vaginal  discharge,  pain  in  the  pelvis,  and  a  pruritus  due  to 
the  discharge  from  the  infected  sutures.  Within  ten  days  after 
the  sutures  were  removed,  March  19th  last,  the  patient  was  en- 
tirely well,  and  has  remained  so  since.  To  have  a  patient  come 
back  to  you  and  say,  "  Why,  doctor,  I  thought  this  operation  was 
to  cure  me  and  I  would  have  no  further  trouble;"  then  to  have 
to  explain  that  there  is  probably  an  infected  ligature  which  must 
be  removed — not  always  an  easy  task — before  the  cure  can  be 
effected,  then  wait  weeks  or  months  before  you  are  able  to  ac- 
complish it,  or  to  be  threatened  with  a  damage  suit,  as  I  was  by 
one  of  my  patients,  is  anything  but  pleasant.  Then  to  the  patient 
there  are  the  months  of  semi-invalid  life  she  must  lead  during  this 
time. 

It  is  true  that  there  is  a  lower  mortality  following  this  operation 
than  total  extirpation,  but  I  believe  it  is  because  it  is  the  most  des- 
perate cases  that  are  subjected  to  the  latter  operation.  If  the  same 
class  of  cases  were  subjected  to  total  extirpation  I  believe  the  mor- 
tality would  be  as  low,  if  not  lower,  than  the  supravaginal  opera- 
tion. I  prefer  total  extirpation  with  its  known  complication  of 
suppurating  ligatures  for  ten  days  or  two  weeks.  I  know  they 
are  free  from  any  possibility  of  infected  ligatures  later  on.  They 
are  well  and  stay  well,  and  shower  blessings  on  the  doctor  and  his 
methods.  In  all  the  operations  I  have  made  by  the  total  extirpa- 
tion method  I  have  never  seen  the  life  of  the  patient  in  any  way 
endangered  from  the  suppuration  about  the  ligatures.  The  con- 
dition has  never  given  me  a  moment's  uneasiness.  But,  as  I  said 
before,  if  there  is  any  way  to  avoid  these  sequelae  I  will  hail  it 
with  delight. 


THE  SEQUEL  JE  OF  DEAD  LIGATURES  AND 
SUTURES. 
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PHILADELPHIA. 


While  assisting  Dr.  Joseph  Price  in  his  abdominal  work  I 
have  recently  been  greatly  interested  in  a  number  of  cases  which 
he  reopened  for  the  freeing  of  adhesions  and  removal  of  dead  liga- 
tures and  sutures.  These  cases  are  becoming  more  numerous,  and 
seldom  a  week  elapses  that  we  do  not  have  a  patient  come  into  the 
hospital  and  demand  that  something  be  done  for  her  relief.  She 
has  been  the  unfortunate  victim  of  a  vaginal  puncture,  of  an  in- 
complete or  imperfect  operation,  or  of  work  done  without  the  pale 
of  that  gospel  of  cleanliness — done  amongst  jars  of  different  colored 
solutions  to  which  the  operator  and  his  assistants  pin  their  faith, 
and  to  which  the  patient  might  point  as  the  cause  of  her  misery 
following  the  operation.  Suture  material  and  ligatures  should  be 
of  that  material  which  is  easiest  sterilized  and  which  combines  great 
strength  in  a  small  bulk.  It  is  always  preferable  to  use  a  mate- 
rial capable  of  being  rendered  aseptic  by  heating  or  boiling;  if 
this  can  be  done  we  can  at  all  times  have  the  means  at  hand  to 
render  our  ligatures  perfectly  sterile.  For  this  purpose  we  find 
that  for  pedicle  ligatures  and  for  bowel  work  the  twisted  Chinese 
silk  is  the  best — of  finest  quality  and  sufficiently  small  to  secure 
safe  tying;  for  closure  of  the  abdominl  incision,  silkworm-gut  and 
the  through-and-through  method.  What  becomes  of  the  ligatures  ? 
If  small  and  sterile  they  become  encapsulated  and  rapidly  absorbed; 
if  plaited  ligatures  and  large  hawsers  are  used,  whether  infected  or 
non-infected,  they  are  never  absorbed,  but  their  presence  as  foreign 
bodies  gives  us  a  train  of  symptoms  unbearable  in  their  distress  and 
constant  in  their  duration.  Let  us  but  have  a  stitch  abscess,  and 
see  the  pain  it  causes.  Contrast  this  with  a  row  of  buried,  inter- 
rupted sutures,  each  one  with  a  puddle  of  pus  surrounding  it,  and 
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thiuk  of  the  suffering.  We  have  just  found  that  condition — a 
whole  cicatrix  to  be  dissected  out,  and  pus  around  each  suture. 
The  same  conditions  are  found  about  the  pedicles,  only  here  we 
have  adhesions  of  omentum,  large  and  small  bowel,  and  bladder 
to  both  the  pedicles.  The  most  interesting  and  dangerous  twists 
and  contortions  are  found  about  the  pedicles  when  they  are 
charged  with  dead  ligatures. 

The  character  of  the  case  operated  upon  has  much  to  do  with 
the  behavior  of  the  ligatures  and  sutures.  Take  a  clean  case,  one 
in  which  we  can  do  our  tying  in  healthy  tissues,  and  we  should 
have  no  sequelae  of  auy  kind — always  presupposing  that  we  are 
perfectly  clean  in  every  detail  of  our  work  and  that  our  material 
is  perfectly  aseptic  and  fine.  On  the  other  hand,  we  find  that 
group  of  horribly  septic  cases — huge  ovarian  abscesses  and  pus- 
tubes,  suppurating  extra-uterines,  dermoids,  malignant  degenerations 
of  septic  and  hard  growths — all  cases  where  we  find  disorganized 
conditions  of  broad  ligaments,  omentum,  and  bowel.  It  is  in  this 
class  that  it  is  very  difficult  and  often  impossible  to  find  healthy 
tissue  in  which  to  place  ligatures.  In  this  class  of  cases  the  be- 
havior of  the  ligature  is  often  beyond  the  control  of  the  surgeon. 
It  is  in  this  class  of  cases  that  we  sometimes  have  a  small  point 
discharging  for  many  weeks  or  until  the  ligature  works  its  way  to 
the  surface  through  the  drainage  tract.  The  cases  coming  under 
our  observation  would  seem  to  be  those  due  to  too  much  and  many 
ligatures  and  dirty  work.  To  obviate  post-operative  sequelae  we 
must  choose  that  method  of  applying  ligatures  which  will  give  us 
safety  with  the  least  quantity  of  material.  For  pedicles  the  simple 
figure-of-eight  tie  is  the  best ;  this  gives  us  a  firm,  small,  strong 
tie  and  one  not  liable  to  slip.  The  pedicle  is  then  cut  cone  shape. 
The  pedicle  must  be  made  as  small  as  possible.  Large  pedicles  are 
prone  to  behave  badly,  and  to  this  are  due  the  post-operative  ad- 
hesions of  omentum,  bowel,  or  bladder ;  once  these  are  formed  the 
patient's  suffering  becomes  daily  worse  until  relieved  by  another 
operation.    To  illustrate  I  have  selected  five  cases. 

Case  I. — Mrs.  L.,  colored,  aged  twenty  years,  no  children,  no 
miscarriages.  This  patient  had  had  two  operations  previously  by 
the  same  surgeon,  and  each  time  he  did  a  ventrofixation.  Her 
suffering  was  increased  after  each  operation.  Menstruation  reg- 
ular, but  painful.    She  was  a  constant  sufferer.    She  was  admitted 


136 


GEORGE   M.  HUGHES, 


to  hospital  March  23,  1897  ;  operated  upon  March  26th.  The 
omentum  aud  ileum  were  fixed  strongly  to  the  old  cicatrix.  Sig- 
moid was  attached  to  left  pedicle,  ileum  to  right.  A  portion  of 
cystic  ovary  remained  at  right  pedicle.  Ligatures  about  the  size 
of  birdshot  remained  at  both  pedicles.  The  ventrofixation  was  a 
failure.  The  uterus  being  posterior,  the  parietal  adhesion  was 
fastened  to  the  bladder  and  elongated  about  two  inches.  Portion 
of  ovary  was  removed,  all  adhesions  freed,  ligatures  removed,  aud 
uterus  replaced.    She  made  an  easy  recovery. 

Case  II. — Mrs.  Z.,  aged  twenty-five  years,  one  child,  no  mis- 
carriage. Patient  referred  by  Dr.  A.  H.  Halberstadt,  of  Potts- 
ville.  She  was  operated  upon  eighteen  months  previously,  but 
has  been  a  constant  sufferer  since  with  most  marked  nervous,  ves- 
ical, and  rectal  disturbance;  neurasthenic  symptoms  of  an  alarm- 
ing nature  The  simple  suggestion  of  relief  from  a  second  operation 
was  at  once  accepted.  Admitted  April  23,  1897,  and  operated 
upon  April  24th.  There  were  strong  omental  adhesions  about 
cicatrix,  with  dead  ligatures  in  both  pedicles,  and  visceral  adhe- 
sions surrounding  the  pedicle.  The  ligatures  were  removed  ;  vis- 
ceral aud  omental  adhesions  freed.  Recovery. 

Case  III. — Mrs.  F. ,  aged  twenty-six  years,  one  child.  Patient 
of  Dr.  Randall.  Patient  was  operated  upon  seventeen  months 
ago  at  one  of  our  prominent  hospitals ;  ovariotomy.  When  ad- 
mitted she  had  been  suffering  since  operation  with  pain  on  left  side, 
which  was  constantly  getting  worse.  She  was  admitted  June  7, 
1897  ;  operation  June  8th.  We  found  the  omentum  adherent  to 
incision  and  bladder,  also  strong  adhesion  of  ileum  to  left  stump. 
Section.  All  adhesions  were  freed  and  dead  ligatures  removed  from 
both  pedicles.  Recovery. 

Case  IV. — Mrs.  G.,  aged  twenty-eight  years,  one  child.  Had 
a  double  ovariotomy  performed  seventeen  months  ago,  and  felt  well 
for  one  year  after.  Since  then  she  has  suffered  with  constantly  in- 
creasing soreness  in  lower  part  of  abdomen.  She  was  admitted 
July  1,  1897,  and  operated  upon  on  the  3d.  In  this  case  suppu- 
ration at  seat  of  dead  ligatures  was  found  on  both  sides  ;  omentum 
was  fastened  to  suppurating  point  on  left  side,  cecum  and  ileum 
to  suppurating  point  on  right  ;  uterus  fixed  to  anterior  abdominal 
wall.  Section.  All  adhesions  were  freed ;  old  ligatures  were 
removed  and  suppurating  points  cleansed  ;  uterus  freed.  Recovery. 
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Case  V. — Mrs.  R.,  aged  twenty-seven  years,  one  child,  one 
miscarriage.  Double  ovariotomy  was  done  seven  months  ago,  but 
she  experienced  no  relief  ;  her  suffering  has  been  constantly  increas- 
ing. She  was  admitted  July  7,  1897,  and  operated  upon  July 
9th.  Dense  cicatrix,  rigid  throughout  ;  omentum  adherent  at 
centre  of  cicatrix  ;  broad  adhesions  ;  ileum  adherent  to  bladder  by 
a  long,  strong  baud  four  inches  in  length  ;  eight  inches  of  ileum 
adherent  to  pelvic  basin  and  folded  upon  omentum  ;  cecum  adher- 
ent to  right  pedicle  ;  a  dead  ligature  and  pocket  of  pus.  Bowel 
freed,  suppurating  surfaces  cut  away,  bowel  trimmed  and  stitched  ; 
peritoueum  stitched  over  raw  surfaces  of  pedicle  and  bowel  ;  sig- 
moid attached  to  left  pedicle,  dead  ligature,  and  pus  pocket ;  free- 
ing of  adhesions,  cleansing  and  suturing  of  bowel  and  pedicle  re- 
peated on  left  side  ;  dead  ligatures  and  pus-pocket  throughout  the 
incision  dissected  out.  Patient  emaciated  from  so  long  suffering 
from  previous  operation.  There  was  complete  removal  of  ovaries, 
partial  removal  of  tubes.  Recovery. 

It  is  interesting  to  note  at  this  point  the  character  and  exteut  of 
adhesions  about  the  field  of  manipulation  in  operation.  The  oper- 
ators in  these  cases  had  all  been  solution  men — bathed  their  hands 
in  a  chemical  solution  throughout  their  operations. 
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AND  HUGHES. 

Dr.  E.  W.  Gushing,  of  Boston. — Mr.  President :  I  would  ask  the 
last  speaker  (Dr.  Hughes)  what  a  dead  ligature  signifies,  whether  it  is 
a  dead  animal  or  silk  ligature  ?  I  failed  to  catch  what  he  meant  by  a 
dead  ligature. 

Dr.  Hughes. — It  is  a  dead  ligature  because  it  is  infected. 

Dr.  Cushing. — In  regard  to  this  subject,  it  is  one  of  the  greatest 
importance.  In  the  first  place,  I  would  make  a  slight  historical 
criticism  on  the  term  that  it  is  Baer's  operation  to  which  the  first 
speaker  alluded.  If  there  is  anything  that  constitutes  Baer's  operation, 
it  is  in  not  cauterizing  nor  sewing  the  cervix  together.1  The  opera- 
tion of  supravaginal  hysterectomy,  tying  the  arteries,  cutting  across 


1  Gynecological  Transactions,  1892,  p.  210. 
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the  cervix,  then  disinfecting  the  latter  by  cautery,  and  draining  it  and 
sewing  the  peritoneum  together  over  it,  is  Chrobak's  operation.1  As 
a  matter  of  fact,  we  have  tried  to  do  the  operation  in  this  way,  and 
there  were  various  cases  of  suppuration  between  the  peritoneum  and 
cervix.  The  cervix,  therefore,  had  to  be  dilated  to  let  the  pus  out, 
and  sometimes  the  patients  died.  Baer  now,  I  believe,  sews  the  cer- 
vical tissue  together,  as  do  Dr.  Kelly  and  others. 

With  reference  to  suppuration  following  total  extirpation  of  the 
uterus,  there  is  no  need  of  this,  for  it  is  not  necessary  to  leave  the 
opening  in  the  vagina  patent ;  it  can  be  sewed  together,  and  the  peri- 
toneum united  over  it  with  catgut. 

I  have  seen  some  of  the  bad  results  of  silk  ligatures ;  I  have  never 
tried  silkworm-gut  in  the  abdominal  cavity;  but,  speaking  a  priori,  I 
should  not  leave  it  there.  For  nine  years  I  never  used  anything  except 
catgut  in  the  abdominal  cavity.  I  wish  to  dissent  from  the  position 
that  there  is  any  special  danger  in  regard  to  hemorrhage  from  using 
catgut  ligatures  on  vessels.  I  have  done  my  share  of  this  work,  and  I 
know  that  hemorrhage  need  not  occur.  The  last  time  I  used  silk  in 
the  abdominal  cavity  the  ligature  became  infected  and  hung  there  for  a 
year.  It  was  a  French  patient  upon  whom  I  had  operated,  and  I  listened 
to  her  expostulations  for  nearly  a  year,  acquiring  a  certain  command 
of  the  French  language.  The  ligature  was  finally  removed.  Since 
then  I  have  always  used  catgut.  The  great  point  in  connection  with 
catgut  is  to  have  it  clean.  One  of  the  speakers  referred  to  suturing  in 
layers  with  a  puddle  of  pus  around  each  stitch.  I  have  had  this  occur 
in  one  or  two  instances,  but  not  lately.  It  was  not  the  fault  of  the 
method  of  catgut.  The  man  who  uses  catgut  must  make  it  clean. 
If  the  catgut  is  thoroughly  baked,  each  ligature  in  a  separate  tube,  at 
a  temperature  of  140°  F.,  for  an  hour  and  a  half,  it  can  be  taken  from 
the  tube  and  used,  and  you  can  be  sure  it  is  sterile.  It  must  not  be 
used  in  large  sizes,  and  yet  it  will  hold.  By  soaking  it  in  a  4  per  cent, 
solution  of  formalin  or  formaldehyde  overnight,  and  afterward  washing 
it,  it  can  be  boiled  just  like  silk  and  used  with  the  same  freedom  that  silk 
can,  and  you  will  not  have  these  cases  of  suppuration.  By  uniting  the 
cervix  with  catgut  you  will  not  have  trouble.  When  silkworm  gut  is 
used  it  comes  away,  and  I  believe  it  is  the  cause  largely  of  the  bad 
results  spoken  of. 

I  do  not  see  that  there  is  any  preference  in  leaving  the  stump  of  the 
cervix.  My  rule  of  action  is  to  be  guided  by  the  case.  If  the  cervix 
comes  up  with  difficulty,  it  is  easier  to  cut  it  across,  which  makes  a 

1  Centralbl.  f.  Gynak.,  1891,  Nos.  9  and  35 ;  Annals  of  Gynecology,  Feb.,  1892. 
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slighter  operation ;  it  is  done  a  little  quicker.  By  the  time  it  is  cut 
across  and  brought  together,  however,  nearly  as  much  time  is  consumed 
as  in  the  removal  of  the  entire  thing.  Where  there  is  any  suspicion 
of  malignant  disease,  where  there  is  a  foul  discharge  from  the  uterus, 
where  the  cervix  is  large,  or  there  are  so  many  adhesions  that  it  is 
desirable  to  establish  drainage  downward,  as  in  cases  of  intraligamen- 
tous tumors  and  other  cases  where  adhesions  have  been  separated,  there 
total  extirpation  is  preferable,  and  in  such  cases  I  have  used  Polk's 
method  of  running  a  circular  stitch  on  each  side,  applying  a  rope  of 
iodoform  gauze  in  the  middle,  which  can  be  left  four  or  five  days,  and 
from  which  there  is  little  danger.  For  such  cases  as  do  not  have  any 
special  indications  for  the  entire  removal  of  the  organ  I  have  found 
that  supravaginal  amputation,  cutting  down  pretty  well,  so  as  to  make 
flaps,  sewing  together,  uniting  the  peritoneum  together  over  it,  is  a 
somewhat  shorter,  rather  handier  operation,  which  saves  time  and  some 
little  hinderance.  Even  when  great  care  is  exercised  in  removing  the 
whole  organ  there  is  a  little  hemorrhage  from  the  posterior  vaginal 
arteries  and  smaller  branches  which  come  into  the  lower  part  of  the 
cervix.  If  you  would  avoid  hemorrhage  from  the  little  vessels  you  tie 
the  uterine  artery  from  the  cervix  ;  but  I  prefer  to  keep  as  near  to  the 
latter  as  possible,  so  that  there  will  be  less  danger  of  implicating  the 
ureter.  I  see  no  reason  to  think  that  anything  whatever  is  gained  by 
leaving  any  part  of  the  cervix,  particularly  from  a  functional  stand- 
point, as  far  as  examination  shows,  and  in  every  other  way  the  vagina 
is  just  as  good  and  as  long  whether  the  cervix  is  left  or  not.  In  remov- 
ing the  cervix  close  to  the  vagina  nothing  is  taken  away  from  the 
vagina.  Personally,  I  cannot  find  that  there  is  anything  whatever  in 
the  keystone  of  the  arch.  It  is  handy  to  leave  the  cervix  in  those 
cases  where  the  uterus  will  not  come  up,  or  where  the  abdominal  mus- 
cles will  not  yield,  so  that  they  prevent  the  uterus  from  coming  up 
toward  the  abdominal  wall. 

Dr.  H.  W.  Longyear,  of  Detroit. — It  is  said  that  "  confession  is 
good  for  the  soul."  I  am  glad  to  see  and  to  hear  Fellows  confess  their 
troubles  from  using  non-absorbable  ligatures.  Two  or  three  of  us  have 
beeu  using  the  animal  ligature  and  advocating  the  same  at  our  meet- 
ing, for  several  years ;  but  heretofore  these  same  gentlemen  found  no 
trouble  whatever  with  silk  when  used  in  the  manner  spoken  of  by  Dr. 
Hall.  We  are  gradually  getting  at  the  facts.  There  is  only  one  way 
to  avoid  these  troubles,  and  that  is  to  use  the  absorbable  animal  liga- 
ture. It  is  safe  material,  if  properly  prepared,  and  the  best  way  to 
prepare  it  is  to  prepare  it  yourself.  I  have  used  kangaroo  tendon  for 
eight  or  nine  years,  and  have  always  prepared  it  myself,  with  the  excep- 
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tion  of  the  first  two  or  three  years  after  I  commenced  its  use.  It 
touches  the  hands  of  only  one  person  (my  own)  until  it  is  left  in  the 
abdomen  of  the  patient,  and  I  have  never  had  any  trouble  from  its  use 
from  softening  and  producing  hemorrhage. 
Dr.  Baldwin. — How  do  you  prepare  it? 

Dr.  Longyear. — I  first  hoil  it  for  an  hour  in  alcohol ;  then  I  soak  it 
for  forty-eight  hours  in  a  preparation  of  carbolic  acid  and  chromic 
acid.  It  is  then  dried,  and  put  in  a  20  per  cent,  solution  of  carbolic 
acid  with  olive  oil  that  has  been  boiled.  Before  using  the  ligature  I 
place  it  in  ether  to  wash  the  oil  out  of  it,  because  if  the  oil  is  left  in> 
with  that  percentage  of  carbolic  acid  it  will  produce  irritation  of  the 
tissues. 

Dr.  Albert  Goldspohn,  of  Chicago. — My  experience  has  been 
similar  to  that  cited  by  Dr.  Hall.  The  cases  cited  by  Dr.  Hughes  and 
the  experience  of  Dr.  Hall  show  how  extremely  desirable  it  is  to  use 
absorbable  ligatures  iu  our  operative  work.  The  degree  of  perfection 
which  we  have  attained  in  preparing  catgut  or  kangaroo  tendon  cer- 
tainly makes  it  unnecessary  for  us  to  use  silk,  silver  wire,  or  silkworm- 
gut  any  longer,  unless  it  be  for  superficial  purposes.  Of  coursej  we 
may  use  silkworm-gut  in  uniting  the  skin  or  mucous  membrane  ;  but 
even  here  it  is  not  necessary. 

In  the  preparation  of  catgut  I  feel  it  is  necessary  to  dwell  on  the 
particulars  of  preparing  it  a  little  more  carefully  than  has  been  done 
by  the  last  speaker.  In  the  first  place,  ordinary  catgut,  unless  it  is 
hardened  either  by  chromic  acid  or  by  formalin,  will  not  answer  for 
tying  large  vessels  always.  It  is  unsafe.  But  when  hardened  with 
chromic  acid  or  formalin  it  is  perfectly  safe.  The  better  of  these  two 
remedies  is  formalin.  It  renders  it  sterile.  I  know  of  only  one  state- 
ment to  the  contrary,  originating  from  a  Vienna  surgeon,  who  expressed 
the  opinion  that  formalin  hardens  catgut,  but  does  not  render  it  sterile. 
Every  other  statement,  investigation,  or  test  seems  to  argue  in  favor  of 
the  fact  that  the  catgut  does  become  sterile  when  immersed  in  formalin. 
The  formalin,  in  preparing  catgut,  converts  the  gelatin  into  a  substance 
which  is  no  longer  soluble  in  water  assisted  by  heat ;  in  other  words,  it 
converts  it  into  an  insoluble  substance.  That  is  the  principle  upon 
which  formalin  makes  catgut  eligible  and  valuable  as  a  suture  mate- 
rial. The  formalin  must  act  on  the  fibre  for  a  limited  time  only.  If 
the  gut  is  left  in  formaldehyde  gas  or  any  kind  of  formalin  solution 
to  preserve  it,  it  soon  becomes  brittle  and  worthless.  Furthermore,  the 
formalin  that  is  used  in  making  this  change  in  the  gelatin,  most  of  it 
that  is  not  chemically  combined  in  the  substance  must  be  washed  out. 
In  other  words,  the  gut  must  be  deformalized.    It  will  not  do,  as  the 
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last  speaker  said,  to  put  it  in  formalin  overnight,  allow  it  to  stand  for 
one  day,  and  then  boil  it.  I  speak  from  experience  regarding  this 
point,  for  I  have  personally  conducted  an  extended  series  of  experi- 
ments. I  have  experimented  on  this  subject  during  my  leisure  hours 
for  the  last  twelve  months,  and  my  results  are  derived  from  both  labo- 
ratory and  clinical  work.  In  the  first  place,  the  catgut  must  be  formal, 
ized.  The  best  way  to  do  that,  particularly  for  the  ordinary  surgeon 
who  has  not  a  gas  apparatus  for  generating  forinalheyde,  is  (1)  to  wind 
the  imported  German  catgut  on  pieces  of  glass  tubing  or  abdominal 
drainage-tubes  carefully,  in  a  single  layer  and  with  as  much  tension  as 
possible,  fixing  the  ends  of  the  gut  on  the  tube  by  means  of  about  a 
dozen  turns  of  strong  ordinary  thread.  (2)  Immersing  these  spools  or 
bobbins,  without  any  soaking  in  ether,  in  4  per  cent,  solution  of  forma- 
lin in  water  for  forty-eight  hours.  (3)  Deformalizing  them  by  placing 
them  in  a  jar  under  a  hydrant  that  has  a  piece  of  rubber  tubing 
attached  long  enough  to  reach  to  the  bottom  of  the  jar.  In  the  cur- 
rent so  obtained  they  are  left  twenty-four  hours.  (4)  These  spools,  with 
the  gut,  can  then  be  placed  in  tall  glass  bottles  having  wide  mouths 
and  ground-glass  stoppers ;  the  bottles  filled  with  absolute  alcohol  and 
the  stoppers  firmly  tied  down.  These  bottles,  thus  very  carefully  pre- 
pared, can  be  placed  in  a  steam  sterilizer  and  raised  to  212°  F.,  or  a 
little  more,  for  forty-five  minutes,  without  swelling  or  losing  its  tensile 
strength ;  or  (5)  instead  of  alcohol  the  deformalized  gut  may  be  boiled 
simply  in  sterilized  water  for  fifteen  to  twenty  minutes,  if  it  be  kept 
from  contact  with  the  bottom  of  the  vessel.  And  in  this  manner  of 
boiling  it  is  advisable  to  add  pyoctauin  (1  to  1000)  to  the  water,  and 
afterward  preserve  the  gut  in  simple  alcohol,  which  takes  off  the  excess 
of  pyoctauin. 

There  are  several  other  methods  of  preparing  gut  by  formalin  and 
heat.  If  the  raw  gut  can  be  subjected  to  a  gas  apparatus  which 
generates  formaldehyde  gas,  and  the  water  produced  by  the  combustion 
can  be  absorbed,  as  by  placing  chloride  of  calcium  in  the  same  recep- 
tacle, so  that  the  gut  is  exposed  to  the  perfectly  dry  formaldehyde  gas, 
and  is  left  in  that  condition  exposed  to  the  gas  from  two  to  three  weeks, 
it  can  then  be  placed  directly  into  alcohol  without  winding,  and  boiled 
twenty  to  thirty  minutes. 

Dr.  Herman  E.  Hayd,  of  Buffalo. — This  subject  is  an  exceedingly 
interesting  one.  No  matter  how  brilliant  the  operator,  or  how  large 
or  small  may  be  his  experience,  he  must  have  had  from  time  to  time 
some  unfavorable  results  from  the  use  of  non-absorbable  ligatures- 
As  we  grow  older,  whether  we  improve  upon  the  technique  of  our 
teachers  or  not,  we  begin  to  formulate  new  ideas  for  ourselves,  and  I 
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assure  you  I  have  formulated  new  ideas  with  regard  to  the  use  of 
ligature  material.  Dr.  Joseph  Price,  a  gentleman  whom  we  all  admire 
as  a  teacher  and  operator,  and  who  is  represented  by  Dr.  Hughes  here 
today,  still  adheres  to  the  use  of  silk  ligatures.  Formerly,  when  I  so 
frequently  attended  his  clinics  and  spent  a  number  of  days  with  him,  I 
always  used  silk  in  all  of  my  operations,  but  having  had  some  horrible 
experiences  with  it,  which  I  am  satisfied  happens  in  the  hands  of  every 
operator  who  uses  it,  I  have  practically  ceased  using  it  altogether,  and 
I  agree  thoroughly  with  what  Dr.  Cushing  has  said.  I  am  also  satisfied 
it  is  possible  for  us  to  sterilize  catgut  and  be  absolutely  sure  that  it  is 
safe.  However,  it  is  an  easy  matter  to  satisfy  one's  own  conscience, 
after  having  operated  ujjou  a  patient  and  having  the  wound  suppurate 
and  things  go  wrong,  to  say  the  trouble  lies  with  the  catgut  or  what- 
ever ligature  material  was  used.  To  my  mind,  it  is  not  the  catgut  that 
is  the  cause  of  the  disturbance,  but  it.  is  usually  some  fault  in  our 
technique. 

For  a  number  of  years  I  operated  in  the  Woman's  Hospital  at  Buffalo, 
where  Dr.  Frederick  used  catgut  while  I  employed  silk,  and  my  experi- 
ence with  silk  was  bad,  while  his  cases  did  well.  Take  a  large  ovarian 
abscess  or  an  acutely  virulent  pyosalpinx,  and  tie  off  the  pedicle  with 
silk,  and  you  are  going  to  have  an  infected  ligature ;  in  all  probability 
the  pus  will  get  into  the  ends  of  the  silk.  At  any  rate,  it  is  almost 
sure  to  be  a  dead  ligature  if  the  pus  is  not  inactive.  It  has  either  got 
to  make  its  exit  through  the  abdominal  wound,  which  it  frequently 
does,  or  through  the  vagina,  or  into  the  bladder.  If  it  manifests  itself 
in  the  iliac  fossa,  an  opening  must  be  made,  and  the  probability  is  that 
the  wound  will  discharge  indefinitely  for  weeks  or  months  until  finally 
the  piece  of  silk  comes  away.  Catgut  may  produce  similar  inflamma- 
tions, which  may  lead  to  suppuration,  and  the  pus  will  have  to  be  let 
out  by  an  opening  in  the  vault  of  the  vagina,  or  it  may  break  into  the 
lower  abdominal  incision,  and  discharge  itself.  However,  after  the 
abscess  has  once  been  opened  and  the  pus  evacuated,  that  is  the  end  of 
the  trouble.  I  do  not  want  to  disparage  the  work  of  the  various  manu- 
facturers, many  of  whom  make  good  materials,  but  I  am  satisfied  that, 
if  we  are  going  to  use  absorbable  ligature  materials,  we  must  make 
our  own  sutures  and  be  responsible  for  them. 

As  to  the  dangers  associated  with  the  use  of  catgut,  they  can  be 
overcome  if  it  be  used  properly.  I  will  admit  that  a  catgut  knot  slips 
easier  than  a  silk  knot,  but  it  can  be  safely  tied,  as  has  been  demon- 
strated by  our  experiences. 

Dr.  Walter  B.  Chase,  of  Brooklyn. — I  rejoice  that  the  Fellows 
of  this  Association  are  taking  advanced  ground  on  this  question  of 
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ligatures  and  sutures.  The  remarks  of  Dr.  dishing  anticipated  very 
much  of  what  I  had  intended  to  say.  Not  long  since  I  had  a  conver- 
sation with  an  eminent  gynecologist  on  this  subject,  who,  from  his 
statistics,  had  achieved  great  success.  He  congratulated  himself  on 
an  instrument  which  he  had  devised,  whereby  he  could  reach  down  or 
up,  as  the  case  might  be,  and  pull  out  the  ligatures  which  remained  as 
causes  of  abscesses  and  sinuses.  He  always  used  silk.  I  am  glad  that 
so  many  of  the  Fellows  have  given  up  the  use  of  buried  non-absorbable 
sutures.  Just  so  long  as  surgeons  continue  to  use  such  material  for 
buried  sutures  just  so  long  will  there  be  a  great  deal  of  trouble,  from 
abscesses,  suppuration,  and  sinus — the  opprobria  of  the  surgical  art.  A 
non-absorbable  silk  suture  may  become  encysted  and  cause  no  trouble, 
but  material  like  silkworm-gut  is  likely  sooner  or  later  to  torment  the 
one  who  used  it  not  only,  but  to  make  invalids  of  its  possessors  or 
consign  them  to  the  grave. 

In  regard  to  making  catgut  sterile  and  having  it  sufficiently  tensile, 
there  can  be  no  question  as  to  the  reliability  of  the  statements  of  Dr. 
Cushing  relative  to  this  point.  One  reason  why  so  much  dissatisfac- 
tion comes  from  the  use  of  catgut  or  kangaroo  tendon  in  the  ligation 
of  vessels,  when  used  intra-abdominally  as  sutures,  is  that  they  are 
improperly  applied.  As  regards  securing  the  ovarian  artery  or  other 
vessels,  if  the  surgeon  will  take  particular  pains,  and,  when  possible, 
tie  each  vessel  separately  and  inlcude  nothing  within  the  ligature  but 
the  vessel  itself,  the  original  hemorrhage  will  not  only  be  materially 
diminished,  but  the  size  of  the  ligature  also.  If  we  pass  a  needle 
through  the  broad  ligament  and  tie  the  uterine  artery,  and  include  a 
good  deal  of  tissue,  we  place  the  artery  in  the  most  favorable  position 
for  hemorrhage.  The  artery  cannot  contract  and  retract,  and  by  the 
normal  movement  of  the  vessel  itself  and  by  its  pulsation  it  pulls  itself 
through  the  ligature ;  whereas,  if  it  is  tied  singly  and  allowed  to  con- 
tract and  retract,  the  liability  to  secondary  hemorrhage  would  be 
reduced  to  a  minimum.  If  surgeons  would  consider  carefully  what 
ligatures  are  for,  it  would  be  a  good  deal  easier  to  arrive  at  a  correct 
conclusion. 

It  is  not  my  purpose  to  discuss  the  technique  of  the  operation  under 
consideration.  Take  the  Baer  operation,  or  a  case  in  which  you  desire, 
after  having  amputated,  to  unite  the  peritoneal  surfaces.  The  amount 
of*  tension  placed  on  the  ligature  is  not  great ;  if  the  sutured  surfaces 
are  going  to  unite  at  all,  they  will  do  so  in  a  few  days,  and  catgut  will 
be  absorbed.  I  hope  Dr.  Hall  will  readopt  the  use  of  catgut,  or  some 
other  animal  ligature,  and  that  he  will  be  able  later  to  report  that  he 
is  perfectly  satisfied  with  the  results. 
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Dr.  Lewis  S.  McMurtry,  of  Louisville. — The  rapidity  with  which 
the  operation  of  hysterectomy  has  been  evolved  is  such  that  there  must 
be  a  great  deal  of  supplemental  work  to  perfect  the  technique.  It  has 
been  only  a  few  years  since  hysterectomy  for  uterine  fihromata  Avas  in 
its  infancy.  Now  it  has  been  placed  upon  a  basis  approaching  in 
accuracy  and  safety  to  ovariotomy ;  and  I  have  no  doubt  that  in  a 
short  time  the  operation  will  be  as  satisfactorily  done,  and  its  results 
as  good,  as  ovariotomy  is  at  the  present  time.  But  there  is  consider- 
able work  yet  before  us  to  accomplish  such  an  end. 

There  are  three  methods  of  operating  for  large  tumors.  Once  in  a 
while  a  surgeon  publishes  some  detail  connected  with  the  operation 
that  every  one  who  operates  constantly  has  employed,  and  would  have 
it  appear  a  new  and  improved  departure.  Often  this  so-called  new 
method  is  the  revival  of  an  old  one,  or  the  alteration  in  some  unim- 
portant way  of  established  methods.  One  is  the  method  of  the  extra- 
peritoneal pedicle,  treated  by  some  with  the  elastic  ligature,  by  others 
with  the  serre-noeud,  an  operation  that  has  by  no  means  become  obso- 
lete. The  results  reported  in  the  paper  just  presented  demonstrate  that 
in  a  certain  class  of  cases  the  extraperitoneal  treatment  of  the  pedicle 
will  retain  a  favored  place  in  the  hands  of  some  surgeons. 

The  second  method  is  that  especially  under  consideration  in  the 
paper :  supravaginal  amputation  with  the  intraperitoneal  pedicle.  This 
is  an  operation  that  has  been  developed  with  great  difficulty.  We 
know  the  experience  of  Schroeder  and  of  others  with  it,  making  it  a 
most  perilous  operation,  so  that  for  a  long  time  it  was  abandoned. 
When  Stimson  introduced  the  ligation  of  the  uterine  arteries,  so  that 
the  pedicle  is  exsanguinated  and  the  great  peril  of  post- operative  hem- 
orrhage eliminated,  this  method  was  revived  and  has  grown  in  favor. 
This  method  has  become  very  popular  with  American  surgeons,  but  it 
is  far  from  perfect  as  yet.  Then  we  have  the  third  operation,  which 
to  my  mind  is  the  ideal  one,  namely,  total  extirpation.  In  this  method 
we  leave  none  of  the  tumor  behind ;  we  take  out  entirely  the  uterus 
and  its  neoplasm,  leaving  a  perfectly  clean  field,  with  nothing  behind 
to  come  away,  and  nothing  to  give  trouble  in  the  form  of  a  stump. 
But  are  we  as  yet  prepared  to  resort  to  this  operative  measure  in  all 
cases  and  consider  it  the  safest  ?  Ideal  surgery  is  the  surgery  that 
saves  the  life  of  the  patient  with  the  greatest  certainty,  and  nothing 
should  be  considered  ideal  that  does  not  stand  this  test.  The  vagina 
having  been  opened,  the  exposure  of  peritoneum  and  ligatures  to  infec- 
tion is  a  double  source  of  danger. 

There  are  certain  fibromata  which,  on  account  of  their  morphology 
and  of  their  disposition  in  the  broad  ligament  and  pelvis,  are  especially 


SUPRAVAGINAL  HYSTERECTOMY. 


145 


adapted  for  the  supravaginal  intraperitoneal  stump  operation.  There 
is  another  class  of  tumors,  particularly  those  with  a  long  pedicle,  that 
are  espcially  adapted  to  total  extirpation.  Then  there  is  a  class  of 
tumors  to  which  the  extra-peritoneal  treatment  of  the  pedicle  is  espe- 
cially adapted.  These  are  the  cases  in  which  the  cervix  is  accessible, 
and  wherein  we  can  make  a  pedicle  not  larger  than  the  index  ringer, 
and  shut  it  off  from  the  general  peritoneum  in  the  lower  angle  of  the 
wound.  There  is  more  skill  to  be  acquired  in  knowing  just  how  to 
trim  and  adjust  the  pedicle  iu  this  operation  than  is  generally  recog- 
nized. If  the  pedicle  is  nicely  adjusted  we  have  no  deep  slough.  We 
have  no  extensive  suppuration  ;  we  have  no  parting  of  the  abdominal 
muscles,  and  the  patient  gets  an  afebrile  convalescence  that  is  delight- 
ful. We  keep  patients  in  bed  a  little  longer  for  the  line  of  union  to 
become  thoroughly  consolidated  before  putting  them  on  their  feet ; 
and  there  will  be  no  hernia. 

In  regard  to  the  supravaginal  amputation,  we  have  here  great  diffi- 
culties to  encounter.  In  doing  this  operation  we  open  up  the  broad 
ligaments,  we  do  an  amputation  through  the  cervix,  and  we  leave  the 
stump  composed  of  a  sutured  cervix  dangerously  anemic.  After  the 
uterine  arteries  are  tied  only  a  few  arterial  radicals  remain  to  supply  it. 
This  may  be  sufficient  to  prevent  necrosis,  but  it  is  not  vigorous  tissue 
that  is  left.  The  sutures  rest  in  tissues  that  have  very  slight  resistance. 
When  the  suturing  across  the  floor  of  the  pelvis  is  completed  it  appears 
beautiful,  and  yet  convalescence  is  uncertain.  In  these  cases  I  have 
observed,  about  the  seventh  or  eighth  day,  that  the  patient  will  have 
fever,  and  when  you  make  a  vaginal  examination  you  will  find  a  mass 
of  exudate  all  around  the  floor  of  the  pelvis.  Resolution  may  take 
place  in  some  cases;  but  in  the  majority  of  these  }'ou  will  have  suppu- 
ration. It  is  inviting  to  have  no  drainage,  to  have  no  stump,  and  not 
to  have  gauze  and  ligatures  in  the  vagina  after  operation  ;  but  the  con- 
valescence of  these  patients  is  not  uniform,  and  the  operation  is  far 
from  being  perfected. 

Coming  to  the  operation  of  total  extirpation,  many  cases  are  reported 
where  death  is  attributed  to  the  effects  of  the  anesthetic  on  the  kid- 
neys. Those  are  cases  in  which  the  ureters  are  tied,  and  they  are  tied 
more  frequently  than  published  reports  will  indicate.  It  takes  great 
care  on  the  part  of  the  most  skilful  operator  to  avoid  the  ureters,  be- 
cause often  the  anatomical  relations  have  been  altered  by  the  growth 
of  the  tumor.  Again,  it  is  easy  to  talk  of  isolating  vessels,  picking 
them  up  and  tying  them,  including  nothing  in  the  ligature  but  the 
vessel  itself,  but  it  is  a  difficult  thing  to  do  at  the  operating-table. 

In  regard  to  silk.  As  a  rule,  the  silk  ligatures  put  on  small  vessels 
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are  too  large.  Silk,  as  indicated  in  the  paper  of  Dr.  Hughes,  should 
occupy  the  smallest  possible  space  that  will  afford  the  necessary  strength. 
The  peritoneum  will  dispose  of  silk,  if  it  is  properly  sterilized  and  is 
not  too  bulky.  This  I  have  demonstrated  in  numerous  instances 
wherein  I  have  reopened  the  abdomen  months  after  the  primary  oper- 
ation and  no  trace  of  the  silk  ligature  could  be  found.  I  regard  silk 
the  ideal  ligature.  It  is  strong,  safe ;  it  is  easily  sterilized,  and  it  is 
sufficiently  permanent  to  guarantee  safety.  Few  surgeons  who  have 
used  it,  observing  these  precautions,  are  disposed  to  give  it  up. 

In  the  next  place,  when  we  see  a  constant  changing  in  regard  to  any 
particular  feature  of  surgical  technique,  we  may  know  it  is  not  satis- 
factory. There  is  a  constant  change  with  reference  to  the  use  of  the 
animal  ligature.  You  have  doubtless  heard  surgeons  say  they  have 
adopted  the  animal  ligature  altogether,  and  do  not  use  silk  any  more. 
They  get  a  new  method  of  preparing  it,  and  think  it  is  all  right ;  in 
the  next  year  they  had  some  suppuration  and  have  abandoned  it. 

In  conclusion,  it  seems  to  me  experience  demonstrates  that  we  are 
not  yet  ready  to  adopt  for  all  cases  any  one  method ;  that  the  supra- 
vaginal amputation  is  a  procedure  that  cannot  be  expected  to  yield 
uniformly  good  results ;  that  total  extirpation  requires  longer  time  for 
it  to  be  performed  and  more  care  in  the  after-treatment  than  either  of 
the  other  methods.  In  view  of  all  the  facts  I  deem  it  best  to  apply  the 
three  different  methods  of  procedure  to  the  cases  as  they  present  them- 
selves, selecting  that  method  which  is  most  suitable  for  the  case  in  hand. 

Dr.  J.  TV.  Whitbeck,  of  Rochester. — I  thank  the  chairman  for 
his  courtesy  in  inviting  me  to  say  a  few  words  on  this  subject,  and 
I  shall  confine  my  remarks  to  personal  experience.  In  regard  to  the 
choice  of  operation,  I  must  say  that  I  agree  with  the  last  speaker  in 
the  matter  of  choosing  that  operation  which  is  best  adapted  to  the 
exigencies  of  the  particular  case.  That  is  to  my  mind  the  best  sur- 
gery, and,  as  has  been  well  said,  we  are  not  yet  prepared  to  say  that 
any  particular  operation  is  the  only  one  which  we  should  perform, 
or  only  one  young  men  should  be  taught  to  do.  I  have  had  some 
experience  with  the  different  methods — with  the  extraperitoneal  treat- 
ment, the  intraperitoneal  treatment,  with  supravaginal  amputation, 
and  total  extirpation.  When  in  my  judgment  it  is  practicable  I 
prefer  total  extirpation.  When  it  is  practicable,  and,  according  to  our 
best  judgment,  is  suited  to  the  case,  then  it  seems  to  me  that  it  is  the 
best  operation.  I  have  been  fortunate  enough  in  these  different  methods 
to  be  very  well  pleased  with  all  of  them  in  so  far  as  the  success  of  the 
operations  is  concerned.  But  if  I  can  choose  the  operation,  then,  as 
I  have  previously  remarked,  I  prefer  total  extirpation. 
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In  regard  to  the  choice  of  ligature,  I  have  found  that  the  silk,  if 
the  operation  is  entirely  intraperitoneal,  has  not  caused  trouble  in  my 
cases.  When,  however,  the  uterus  or  vagina  is  opened,  then  I  have 
seen  abscesses  occur.  In  using  chromicized  catgut,  silkworm-gut,  or 
silver  wire,  I  have  usually  had  some  trouble ;  but  when  I  have  been 
able  to  secure  strong  catgut,  which  I  usually  find  in  the  German  cat- 
gut, which  was  nearly  white  in  color  and  in  which  there  were  no  brown 
spots,  and  I  could  not  break  in  tying  the  vessels,  that  ligature  caused 
no  trouble,  no  matter  where  it  was  used.  As  I  well  remember,  Dr. 
D.  Hayes  Agnew,  nearly  thirty  years  ago,  said  that  men  were  afraid  of 
catgut,  but  he  said  if  they  would  put  a  third  knot  in  it  it  would  not 
slip.  It  does  sometimes  slip.  I  have  tied  it  as  tightly  as  I  possibly 
could  with  a  third  knot  in  it,  and  yet  it  has  slipped.  Some  have  used 
resin  in  preparing  the  catgut,  which  they  say  will  prevent  it  swelling. 
I  have  had  a  limited  experience  with  that.  It  does  not  slip  when  tying 
as  it  does  with  plain  catgut,  taken  from  alcohol,  or  dipped  in  water,  if 
treated  with  resin  in  the  proportion  of  an  ounce  to  the  pint. 

In  regard  to  kangaroo  tendon,  when  I  have  been  extravagant  enough 
to  pay  seven  cents  per  strand  for  it,  so  that  all  the  fibres  were  of  equal 
length,  and  the  strand  about  two  feet  in  length,  I  have  been  unable  to 
break  it,  and  have  been  well  satisfied  with  it.  No.  3  strand,  which  is, 
if  I  am  not  mistaken,  about  as  coarse  as  what  has  been  called  fourteen- 
day  catgut,  cannot  be  broken,  and  when  I  have  used  kangaroo  tendon 
of  this  description,  or  plain  German  catgut,  I  have  seldom  seen  a  stitch 
abscess.  The  preparation  I  use  for  catgut  or  kangaroo  tendon  is  simple. 
I  presume  it  is  not  as  good  as  when  treated  with  formalin,  as  was  spoken 
of  by  Dr.  Goldspohn.  I  simply  soak  the  catgut  for  from  twenty-four  to 
forty-eight  hours  in  ether ;  then  boil  it  an  hour  in  alcohol,  and  then 
keep  it  in  alcohol.  When  I  have  prepared  my  catgut  and  kangaroo 
tendon  in  this  way  I  have  seldom  had  a  stitch  abscess,  and  have  had 
no  trouble  with  it. 

To  go  back  for  a  moment  to  the  silk  ligature.  Some  years  ago  I  used 
that  exclusively,  and  when  I  have  operated  upon  the  uterus  or  vagina, 
as  I  have  said  before,  I  never  had  any  trouble  with  the  silk.  Some- 
times there  would  be  a  rise  of  temperature  and  considerable  exudate 
about  the  pedicle,  but  no  abscess.  The  same  thing  would  happen  to 
me  when  catgut  was  used.  When  I  first  began  to  use  silk,  I  used  it 
very  heavy.  This  was  before  the  days  when  we  treated  it  with  anti- 
septics and  by  boiling.  I  simply  washed  it  with  soap,  then  with  hot 
water,  and  then  dipped  it  in  a  carbolized  solution  or  in  alcohol,  and  hung 
it  up  on  a  clean  towel,  and  by  the  time  I  was  ready  to  use  the  ligature 
it  was  nearly  dry.  With  those  ligatures  I  seldom  had  a  stitch  abscess ; 


148 


DISCUSSION. 


not  that  this  would  be  a  safe  way  to  prepare  it,  but  simply  to  show 
that  pure  clean  silk  is  not  necessarily  a  dangerous  ligature  to  use. 

In  one  case  in  which  I  had  removed  the  tubes  and  ovaries  and  had 
used  a  coarse  silk  ligature,  I  had  occasion  nine  months  subsequently 
to  remove  the  uterus  from  the  same  patient,  and  in  cutting  down  upon 
the  pedicle  of  the  left  side  I  found  an  exudate  two  inches  in  its  greatest 
diameter,  an  inch  in  its  lesser  diameter,  and  an  inch  in  thickness.  In 
the  centre  there  was  an  ecchymosed  spot,  and  there  was  the  heavy  silk 
ligature  perfectly  white  and  clean,  without  any  change  in  its  fibre  and 
as  strong  as  when  it  was  placed  there. 

I  would  ask  Dr.  Goldspohn  to  describe  his  method  of  preparing 
catgut  with  formalin,  and  of  keeping  it. 

Dr.  Goldspoh.v. — The  catgut  I  preserve  afterward  in  alcohol.  For 
use  during  operation  I  usually  have  one  spool  or  bobbin  of  each  size 
of  the  gut  needed,  placed  separately  in  a  smaller  sterilized  glass- 
stoppered  bottle,  in  alcohol.  And  during  operation  the  glass  stopper 
of  each  of  these  dispensing  bottles  is  temporarily  displaced  by  a  wad 
of  sterilized  gauze,  which  admits  of  drawing  the  gut  out  in  any  desired 
length,  and  avoids  exposure  of  the  remainder,  as  well  as  all  fingering, 
completely. 

Dr.  Montgomery  A.  Crockett,  of  Buffalo. — In  accepting  the 
invitation  of  the  President  to  speak  on  this  subject,  I  would  like 
to  say  a  few  words  on  the  question  of  absorbable  and  non-absorb- 
able  ligatures,  which  came  up  this  afternoon.  Every  now  and  then 
this  subject  appears  in  medical  literature  and  at  various  medical  meet- 
ings. The  gentlemen  who  advocate  the  use  of  silk  all  speak  of  the 
fact  that  they  have  had  so  little  trouble  following  its  use,  particu- 
larly in  the  way  of  suppuration.  A  great  many  of  the  after-effects, 
we  must  bear  in  mind,  are  seen  by  other  practitioners.  Personally,  I 
never  use  the  silk  ligature,  but  I  have  taken  out  many  of  the  ligatures 
that  have  been  used  by  other  surgeons,  and  I  have  no  doubt  many  of 
these  gentlemen  congratulated  themselves  on  the  way  their  ligatures 
behaved.  On  ordinary  principles,  it  seems  to  me,  the  question  of  liga- 
tures can  almost  be  settled — that  is,  we  have  no  use  for  a  ligature  after 
it  has  done  its  work  inside  the  body.  It  holds  the  vessel  or  mass  of 
tissue  for  a  certain  length  of  time,  after  which  we  have  no  further  use 
for  it.  If  we  have  a  ligature  material  which  will  stay  in  the  abdomen 
only  long  enough  to  do  its  work,  this  is  the  ligature  to  use. 

There  are  two  objections  made  against  the  use  of  catgut ;  in  the 
first  place,  that  it  cannot  be  sterilized ;  secondly,  that  it  does  not 
hold,  or,  in  other  words,  that  there  is  danger  of  secondary  hemor- 
rhage. 
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Speaking  of  sterilization,  personally  I  use  the  formalin  method  in 
all  cases,  and  I  have  not  had  suppuration  from  it. 

As  far  as  the  danger  of  secondary  hemorrhage  is  concerned  from 
slipping  of  the  catgut,  I  should  like  to  make  a  small  contribution 
toward  settling  this  question.  I  have  used  it  in  five  hundred  abdom- 
inal sections,  in  one  or  two  hundred  cases  of  my  own,  and  in  the  rest 
of  them  in  which  I  was  the  first  assistant.  In  every  one  of  these  cases 
nothing  but  catgut  was  used,  and  in  not  one  of  them  did  secondary 
hemorrhage  occur.  It  seems  to  me,  that  any  gentleman  who  has  had 
an  experience  with  five  or  six  hundred  cases  with  catgut  without  sec- 
ondary hemorrhage  need  not  lie  awake  at  night  fearing  that  oozing  is 
going  to  take  place.  The  use  of  catgut  does  not  require  any  very 
elaborate  technique  or  any  great  skill.  I  think  gentlemen  who  use 
silk  need  not  despair,  by  any  means,  of  acquiring  the  necessary  skill 
to  use  catgut,  and  I  feel  confident  their  results  will  be  satisfactory. 

Dr.  James  F.  Baldwin,  of  Columbus. — So  much  has  been  said 
with  reference  to  the  animal  ligature  that  I  do  not  think  it  is  necessary 
to  say  very  much  more.  I  used  silk  very  largely  in  my  intra-abdom- 
inal work  until  within  the  last  eighteen  months.  I  cannot  understand 
why  surgeons  have  so  much  trouble  from  abscesses.  I  have  had  no 
trouble  in  this  particular  with  any  of  my  cases  so  far  as  I  know. 
Possibly  some  of  them  may  have  gone  to  other  operators  to  have  the 
silk  removed,  but  I  think  not.  I  had,  however,  an  experience  with  silk 
that  led  me  to  give  up  its  use.  I  had  used  it  in  a  case  of  abdominal 
hysterectomy  for  ligating  the  arteries  and  closing  in  the  flaps  of  the 
broad  ligaments.  The  woman  made  a  beautiful  recovery,  but  a  num- 
ber of  months  afterward  commenced  to  have  irritation  of  the  bladder. 
After  a  number  of  weeks  a  stone  was  removed  from  the  badder,  and 
the  interior  of  the  stone  contained  a  knot  of  the  ligature.  For  a  year 
or  more,  at  intervals,  this  woman  was  discharging  stones  with  pieces 
of  silk.  In  the  intervals  she  would  express  herself  as  feeling  first-rate. 
There  was  no  evidence  of  suppuration,  but  the  silk  seemed  to  be  ex- 
truded into  the  bladder  by  a  process  of  absorption  of  the  intervening 
tissues.  An  attack  would  commence  with  a  simple  cystitis,  and  she 
would  remain  unrelieved  until  the  stone  was  discharged.  Now,  why 
in  this  one  case  the  silk  should  have  worked  into  the  bladder,  and  not 
in  any  of  the  other  cases  give  any  trouble,  I  do  not  understand. 

I  have  always  used  as  fine  silk  as  I  could  consistently  with  the  neces- 
sary strength.  I  think  one  reason  why  so  many  operators  have  trouble 
with  their  silk  is  that  they  use  it  much  too  large.  I  have  seen  it  used 
as  large  as  a  lead-pencil.  Not  long  ago  I  removed  from  the  abdomen 
of  a  woman,  who  four  years  previously  had  had  her  appendages  re- 
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moved  by  another  operator,  two  knots  of  a  silk  ligature  which  orig- 
inally must  have  been  fully  as  large  as  a  chalk-line.  I  can  easily 
understand  how  the  peritoneum  is  not  capable  of  disposing  of  such 
large  masses  of  silk.  I  can  understand  how  an  operator  who,  before 
dividing  the  pedicle,  makes  two  knots  and  then  loops  each  one  clear 
round,  to  make  sure  that  he  has  three  ligatures  around  each  vessel,  would 
be  apt  to  have  trouble  with  his  silk,  but  if  he  would  use  a  single  liga- 
ture, and  one  of  fine  silk,  I  do  not  think  he  would  have  trouble. 

Since  my  experience  with  the  iigatures  coming  through  the  bladder 
I  have  used  kangaroo  tendon  or  catgut  almost  entirely.  Catgut  pre- 
pared, as  has  been  mentioned  today,  with  the  formalin  I  have  found 
entirely  satisfactory.  That  which  I  use  is  prepared  by  the  head  nurse 
under  the  direction  of  the  surgical  staff,  and  each  batch  is  tested  bac- 
teriologically  before  it  is  used.  Another  trouble  is  that  many  operators 
use  altogether  too  many  ligatures.  I  have  frequently  seen  operators 
carefully  tie  every  bit  of  tissue  of  the  broad  ligament  in  making  a 
hysterectomy,  when  if  they  would  but  remember  their  anatomy  thev 
would  know  that  there  are  only  two  vessels  on  each  side  that  need 
tying  at  all.  I  have  seen  operators  of  worldwide  reputation  carefully 
tie  the  round  ligament  twice,  and  then  cut  between.  There  are  no 
bloodvessels  in  the  round  ligament  except  a  very  minute  branch  which 
runs  from  the  uterus  out.  With  a  clamp  applied  next  to  the  uterus 
the  surgeon  can  cut  the  ligament  without  risk. 

With  reference  to  the  Baer  method,  as  I  understand  it,  Dr.  Baer 
insists  that  the  ligature  should  include  the  whole  thickness  of  the  broad 
ligament,  so  that  the  peritoneum  may  be  included.  He  claims  if  this 
is  done  the  peritoneum  will  take  care  of  the  ligature ;  whereas,  he 
thinks  if  the  ligature  is  applied  simply  to  the  bloodvessel  it  is  liable 
to  give  trouble.  He,  therefore,  distinctly  disclaims  that  method  of 
application.  I  think,  however,  he  is  in  error  in  this  respect.  I  have 
made  a  good  many  hysterectomies  and  have  always  been  careful  to 
seize  the  uterine  artery,  detach  it  from  its  surrounding  tissue,  pull  it 
out,  and  tie  as  far  back  as  possible  into  the  broad  ligament,  using  very 
fine  silk,  catgut,  or  kangaroo  tendon.  I  have  never  had  any  secondary 
hemorrhage,  nor  have  my  ligatures  given  me  any  trouble.  I  do  not 
see  whv,  when  it  is  possible  to  draw  out  the  artery  itself,  a  large  mass 
of  tissue  should  be  included  with  it  in  the  ligature.  I  have  seen  it 
done  so  many  times  by  others  that  it  would  seem  as  though  there  must 
be  some  reason  for  it,  but  I  have  never  seen  any  given.  It  is  contrary 
to  general  surgical  procedures  elsewhere,  and  must,  it  seems  to  me, 
greatlv  increase  the  risk  of  secondary  bleeding. 

A  word  as  to  the  extraperitoneal  technicme  of  abdominal  hysterec- 
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tomy.  I  have  resorted  to  this  method  on  two  occasions.  One  of  the 
patients  is  still  alive.  Hers  was  a  case  in  which  I  did  a  Porro  opera- 
tion. She  is  in  good  health,  with  the  exception  that  she  has  a  hernia. 
The  other  case  was  one  in  which  I  removed  a  number  of  fibroids 
together  with  the  uterus,  and  treated  the  pedicle  in  the  ordinary  extra- 
peritoneal method.  The  external  stump  came  away  on  the  fourteenth 
day.  That  night,  in  having  a  movement  from  her  bowels,  the  woman 
strained  very  much  in  spite  of  the  protests  of  the  nurse.  She  felt  some- 
thing give  way  at  the  seat  of  incision,  but  said  nothing  about  it  until 
the  next  morning.  It  was  then  found  that  there  had  been  a  little 
giving  way  just  above  the  implantation  of  the  stump,  and  through  this 
opening  infection  had  occurred,  resulting  fatally  a  few  hours  later. 
Since  her  unfortunate  death  I  have  used  the  intraperitoneal  method 
exclusively,  and  in  more  than  one  hundred  cases,  and  nothing  but  the 
most  extraordinary  circumstances  would  induce  me  to  return  to  the 
extraperitoneal  method.  It  is  a  method  which  I  know  is  adopted  by 
a  few  surgeons  in  this  country  and  by  a  number  of  surgeons  abroad. 
A  few  months  ago,  while  visiting  the  Samaritan  Free  Hospital  for 
women  in  London,  the  institution  with  which  Sir  Spencer  Wells  was 
for  so  many  years  connected,  I  took  occasion  to  examine  their  statistics, 
and  found  the  mortality  from  abdominal  hysterectomy  for  the  preced- 
ing year  was  just  25  per  cent.  They  use  the  extraperitoneal  method 
entirely.  One  patient  died  the  day  before  I  arrived  there,  from  infec- 
tion running  down  from  the  stump  into  the  abdominal  cavity.  If, 
with  their  facilities  and  their  experience,  they  have  a  mortality  of  25 
per  cent.,  it  seems  to  me  that  they  should  abandon  that  method  and 
adopt  one  which,  in  this  country  at  least,  has  given  so  much  better 
results. 

As  to  the  technique  of  the  intraperitoneal  method,  as  Dr.  Gushing 
has  said,  when  the  cervix  is  unhealthy,  is  enlarged,  or  the  seat  of  lacer- 
ation, so  that  there  is  danger  of  cancer  developing  later  on,  it  is  wise  to 
remove  it.  True,  it  prolongs  the  operation  slightly,  opens  into  the 
vagina,  and  thus  increases  somewhat  the  danger  of  sepsis  and  leaves  a 
larger  oozing  surface.  Nevertheless,  I  think  the  operation  should  be 
made  under  these  circumstances.  If,  on  the  other  hand,  the  cervix  is 
healthy,  is  normal,  I  think  it  is  much  better  to  leave  it.  After  remov- 
ing the  body  of  the  uterus  and  stopping  hemorrhage,  I  implant  the 
round  ligaments  between  the  cervical  flaps,  and  then  fold  in  snugly 
and  draw  down  the  broad  ligaments  on  each  side,  so  as  to  thoroughly 
support  the  vaginal  vault.  I  know  of  at  least  two  cases  where  no  such 
method  of  support  was  adopted,  as  I  learned  from  the  operators,  and 
in  both  of  which  there  is  now  complete  prolapse  of  the  vagina,  so  that 
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the  women  are  worse  off  in  many  respects  than  before  they  were  oper- 
ated on. 

Dr.  McMurtry  spoke  of  cutting  off  the  blood  supply  of  the  stump. 
I  have  never  seen  that  done.  I  ligate  the  uterine  artery  by  itself,  and 
have  never  seen  a  case  in  which  there  was  not  fairly  free  oozing  of 
blood  from  the  cervical  flaps  after  these  vessels  were  ligated.  It  is  for 
that  reason  I  draw  them  snugly  together  when  closing  the  stump  by 
kangaroo  tendon.  This  stops  the  oozing.  Lest  there  should  be  some 
oozing  below  the  point  of  suture,  I  pass  a  wisp  of  iodoform  gauze  down 
through  the  cervix  from  within  out,  so  as  to  secure  drainage  of  the 
little  cavity  that  exists  below  the  line  of  sutures.  This'  gauze  is 
removed  at  the  end  of  twenty-four  or  forty-eight  hours. 

I  can  understand  how  a  surgeon,  even  with  a  patient  in  the  Tren- 
delenburg position,  and  himself  a  skilful  operator,  can  include  the 
ureters  in  tying  the  uterine  arteries  en  masse.  Under  such  circum- 
stances the  ureter,  naturally  intimately  related  to  the  artery  at  the 
point  of  ligation,  might  be  occasionally  included ;  but  if  the  surgeon 
seizes  the  uterine  artery  close  to  the  uterus  and  separates  it  with  his 
fingers  back  into  the  broad  ligament,  I  do  not  see  how  it  is  mechan- 
ically possible  for  the  ureter  to  be  then  included  in  the  ligature. 

Dr.  Albert  Vander  Veer,  of  Albany. — The  subject  Dr.  Hall 
has  presented  to  us  in  his  excellent  paper  deals  with  the  technique  of 
the  treatment  of  uterine  fibroids,  and  it  seems  to  have  been  discussed 
very  thoroughly.  I  cannot  but  draw  a  parallel  between  my  past  ex- 
perience in  general  surgery  and  apply  it  to  my  abdominal  work.  The 
discussion  of  these  various  methods  reminds  me  of  the  position  we  were 
in  for  a  long  time  with  regard  to  the  treatment  of  hernias.  We  had 
the  injection  treatment,  the  open  method  of  McBurney,  the  Macewen 
invagination  method,  Mr.  Wood's  method,  and  a  number  of  others. 
At  last  we  reached  the  Bassini  operation,  and  in  this  method  we  have 
a  solid  foundation. 

In  regard  to  the  treatment  of  uterine  fibroids,  about  fifteen  years 
ago  I  had  operated  but  once  or  twice.  I  had  prepared  to  do  an  oper- 
ation for  the  removal  of  a  good-sized  fibroid,  and  intended  to  make  use 
of  the  extraperitoneal  method  ;  but,  to  my  astonishment,  and  to  my 
decided  embarrassment,  as  I  exposed  the  tumor  by  a  free  incision,  I 
could  not  lift  it  out  of  the  pelvis.  I  could  not  use  the  serre-noeud.  I 
weut  at  it  rather  deliberately,  with  my  knowledge  of  general  surgery, 
and  tied  the  vessels  as  I  came  to  them,  and  really  did  a  supravaginal 
hysterectomy.  I  used  more  ligatures  than  I  would  employ  now  in 
doing  the  same  operation.  The  patient  recovered,  and  I  felt  easy.  In 
another  case  like  that  I  would  operate  similarly.    But  at  that  time 
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my  cases  were  not  numerous.  I  will  say  to  Dr.  McMurtry  that  I  have 
never  done  more  comfortable  work  in  the  removal  of  uterine  fibroids 
than  when  I  have  used  the  serre-noeud  and  resorted  to  the  treatment 
by  the  extraperitoneal  method.  Except  in  some  cases  where  the  ped- 
icle is  a  short,  thick  mass,  which  proves  a  source  of  annoyance,  I  have 
said  that  I  would  never  use  that  method  again.  Soon  after  this  Dr. 
Baer  called  our  attention  to  his  method,  and  I  had  two  operations  to 
do  on  the  same  day.  I  did  one  by  means  of  the  serre-noeud,  and  the 
other,  as  well  as  I  could,  by  the  Baer  method.  Both  patients  did  well. 
In  one  case  in  which  I  had  noticed  a  bleached  appearance  of  the  stump 
at  the  time  of  the  operation,  on  the  eighth  day  the  nurse  informed  me 
that  the  patient's  temperature  was  a  little  elevated.  She  said  that  the 
patient  did  not  feel  quite  as  well.  The  highest  temperature  was  only 
100°,  but  she  had  a  pulse  of  100,  and  that  materially  disturbed  her. 
I  felt  her  abdomen,  although  she  did  not  complain  much.  On  the 
thirteenth  day  after  the  operation  the  lower  incision  was  opened,  when 
pus  escaped,  and  ultimately  the  stump  sloughed — that  is,  that  portion 
of  the  stump  which  I  believed  was  made  of  white  tissue  came  away. 
We  had  almost  precisely  the  same  condition  in  the  other  case.  Dr. 
Yandell  was  in  Albany  at  that  time,  and  I  took  him  to  see  some  of 
my  cases.  I  showed  him  these  two  cases.  He  said,  "  What  method 
did  you  use?"  They  presented  precisely  the  same  appearance.  But 
I  still  felt  that  the  method  ought  to  be  followed  out,  and  I  tried  to  do 
it,  and  still  in  another  case  an  accident  occurred  in  regard  to  the  liga- 
tures when  I  was  about  through.  I  had  tied  on  one  side,  and  my  assist- 
ant said  to  me  that  an  accident  has  occurred  ;  that  the  silk  I  was  using 
was  spoiled.  It  was  the  small  sized,  entirely  too  fine  to  tie  the  uterine 
artery.  He  handed  me  another  piece  of  silk,  and  I  said  it  was  too 
large.  I  used  it,  and  that  was  my  first  experience  in  dead  ligatures. 
The  ligature  came  through  the  cervix.  I  am  not  yet  prepared  to 
abandon  the  clamp  when  I  can  pull  out  through  the  abdominal  cavity 
a  uterine  fibroid  one,  two,  or  five  pounds  in  weight  with  a  well-elon- 
gated pedicle.  Again,  in  cases  where  we  find  that  there  is  a  vascular 
condition,  large  venous  trunk  present,  but  the  tumor  comes  up  into 
the  incision  easily  and  nicely,  I  am  going  to  treat  these  cases  yet  with 
the  clamp.  I  have  had  good  results.  My  percentage  of  recoveries 
has  been  pleasant.  I  can  do  the  operation  much  quicker,  and  I  am 
not  yet  prepared  to  abandon  this  method. 

A  word  in  regard  to  the  short  pedicle.  Where  we  cannot  do  this 
I  am  rather  of  the  impression  that  total  extirpation  is  perhaps  to  be 
the  operation  that  will  command  our  attention  more  thoroughly.  But 
here  again,  as  expressed  by  Dr.  Baldwin,  I  preserve  the  vault  of  the 
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vagina.  If  the  cervix  is  healthy,  particularly  when  the  patient  says 
"  do  not  remove  anything  more  than  is  necessary,"  I  have  brought 
together  the  ends  of  the  round  ligaments,  and  I  am  sure  I  have  pre- 
served the  vaginal  vault  and  have  given  the  patient  a  more  comfort- 
able pelvis  than  she  would  have  by  total  extirpation.  In  talking  with 
Dr.  Allen,  of  Cleveland,  he  told  me  that  he  had  adopted  the  method 
of  total  extirpation  within  the  past  year,  simply  placing  the  patient  in 
Sims's  position,  and  passing  the  thermo-cautery  up  close  to  the  neck  of 
the  uterus  and  around  to  facilitate  the  operation  of  total  extirpation. 

I  have  no  reason  to  complain  of  the  use  of  catgut  in  general  surgery 
in  tying  the  femoral,  internal  iliac,  and  other  important  arteries  or 
vessels ;  but  when  it  comes  to  the  use  of  catgut  within  the  abdominal 
cavity,  it  took  me  a  long  time  before  I  reached  the  point  of  using  it, 
and  just  when  I  was  ready  to  use  it — this  was  some  five  years  ago — I 
did  an  operation  for  fracture  of  the  patella,  wired  the  fragments,  and 
made  use  of  catgut  for  bringing  together  the  deeper  portions  of  tissue. 
Up  to  that  time  I  used  some  preparation  of  catgut  that  we  had  made 
ourselves.  I  got  a  dreadful  case  of  suppuration,  and  found  the  bacillus 
anthrax  in  the  gut.  That  made  an  impression  upon  me,  and  I  must 
say  that  I  have  not  been  able  yet  to  make  use  of  catgut  w7ithin  the 
abdominal  cavity.  As  I  thought  over  the  results  of  my  cases  and 
looked  at  this  program  as  it  was  sent  to  us,  and  saw  the  title  of  the 
paper  of  Dr.  Hughes,  I  said  to  myself,  I  am  anxious  to  hear  this  paper. 
I  therefore  looked  over  my  notes  a  little,  and  I  find  that  some  five 
years  ago  I  had  trouble  with  a  case  of  ovarian  cyst.  On  the  left  side 
there  was  a  suppurating  pyosalpinx,  and  on  that  side  the  ligature  came 
away  some  eighteen  months  afterward.  I  was  criticised  by  the  family 
physician  for  having  such  a  result.  I  did  not  think  so  much  of  it 
then.  But  there  was  reason  for  it.  About  eighteen  months  ago  I  did 
two  operations  on  one  day,  and  they  turned  out  nicely.  I  did  a  third 
operation  and  had  a  phlegmon  in  the  pelvis,  the  ligature  coming  away 
through  the  cervix.  I  have  had  one  case  since  where  the  ligature  has 
distressed  me.  I  have  had  in  all  five  cases  where  ligatures  have  given 
me  trouble.  My  assistant  last  April  was  kind  enough  to  look  up  my 
notes,  and  he  said  to  me,  "  Doctor,  you  have  just  gotten  beyond  your 
thousandth  case  of  abdominal  section,"  and  in  all  of  those  cases  I 
used  nothing  but  silk.  In  that  time  I  have  not  worried  so  much  about 
secondary  hemorrhage  as  I  have  of  infection. 

I  have  seen  catgut  prepared  in  different  ways,  and  so  far  as  my  hos- 
pital cases  and  individual  results  go,  I  have  seen  the  best  results 
by  taking  the  catgut  as  it  comes  to  us  from  Switzerland,  Germany, 
or  wherever  our  druggists  may  procure  it,  simply  soaking  it  in 
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ether  for  thirty-six  hours,  or  four  or  five  days,  as  the  case  may  be, 
washing  it  carefully,  putting  it  in  a  95  per  cent,  solution  of  alcohol, 
a  little  in  each  bottle.  I  have  used  it  in  this  way,  dipping  it  into  a  5 
per  cent,  solution  of  carbolic  acid  or  in  sterilized  water,  and  have  seen 
as  good  results  from  it  when  prepared  in  this  way  as  by  any  other 
method.  I  have  tried  Dr.  Fuller's  method.  One  of  our  nurses  came 
back  from  a  six  months'  study  in  Baltimore,  and  spoke  of  a  new  method 
for  preparing  catgut — the  Cumal  method.  We  got  an  elaborate  appa- 
ratus and  prepared  it  after  this  method.  We  had  one  or  two  cases 
that  suppurated  in  two  years'  experience.  I  have  heard  the  same 
thing  from  Dr.  Kelly's  lips,  and  you  will  see  it  published  in  the  Johns 
Hopkins  Bulletin  that  they  have  abandoned  catgut  there,  as  they  cannot 
prepare  it  as  they  want  it.  I  believe  he  has  returned  again  to  the 
Cumal  method.  I  am  sure  we  shall  all  be  benefited  by  the  discussion 
that  has  taken  place  here  today. 

In  closing  a  wound  I  saw  Sir  Spencer  Wells  twenty-seven  years  ago 
pass  the  interrupted  silk  suture  through  and  through,  and  he  did  it  as 
neatly  as  it  is  jmssible  for  any  one  to  do,  but  he  said  he  occasionally 
got  suppuration.  I  have  tried  the  method,  and  occasionally  I  would 
get  stitch-hole  abscesses ;  but  in  the  use  of  silkworm-gut  in  closing  the 
wound  in  the  manner  mentioned  by  Dr.  Hughes,  by  the  through-and- 
through  method,  if  we  are  exceedingly  careful  we  do  not  take  in  much 
of  the  peritoneum,  and  I  have  no  reason  to  regret  this  method.  About 
eighteen  months  ago  my  assistant  said  to  me,  we  must  try  the  buried 
suture.  At  the  time  I  had  some  of  the  nicest  silk  prepared  to  answer 
the  purpose  of  bringing  together  the  peritoneum,  fascia,  and  muscle. 
I  tried  the  same  silk,  prepared  in  the  same  way,  inside  the  peritoneal 
cavity,  but  every  one  of  the  three  wounds  in  which  the  buried  suture 
was  used  suppurated. 

I  would  ask  Dr.  Hughes  if  he  believes  there  is  any  relation  between 
what  he  calls  a  dead  ligature  and  the  adhesions  that  are  found  within 
the  peritoneal  cavity? 

Dr.  Hughes. — Yes,  I  do. 

Dr.  Vander  Veer. — I  have  operated  on  a  patient  for  the  removal 
of  one  ovary  and  tube,  and  eighteen  months  later  removed  the  other. 
I  have  operated  on  a  number  of  other  cases  where  there  was  no  his- 
tory of  any  suppuration  or  any  dead  suture,  and  I  have  found  some 
adhesions.  I  wish  Dr.  Hughes  could  look  into  the  abdominal  cavity 
of  the  cases  reported  by  him  a  year  or  eighteen  months  from  now, 
because  I  am  sure  he  would  find  adhesions  there. 

Dr.  James  F.  W.  Ross,  of  Toronto. — As  my  friend,  Dr.  Hall,  has 
so  tersely  put  it,  we  have  three  methods  of  operation  for  the  extirpa- 
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tion  of  fibroid  tumors  of  the  uterus,  and  they  all  have  their  disadvan- 
tages. A  few  years  ago  I  was  asked  to  give  my  statistics  in  connection 
with  the  operation  of  hysterectomy,  abdominal,  or  abdomino-vaginal 
hj'sterectomy.  I  refused  to  do  this,  because  I  was  then  in  the  experi- 
mental stage.  I  am  in  the  experimental  stage  still.  The  clamp  has 
undoubtedly  its  disadvantages.  I  have  on  two  occasions  seen  perforation 
of  the  bladder  following  the  use  of  the  clamp.  In  one  of  these 
patients,  occurring  in  my  own  practice,  perforation  of  the  bladder  did 
not  take  place  until  the  sixteenth  day  after  operation,  showing  conclu- 
sively to  my  mind  that  the  bladder  was  not  pinched  in  the  wire,  but 
that  the  slough  extended  down,  and  that  the  bladder  became  perfo- 
rated subsequently,  owing  to  the  tension  put  on  the  tissues.  This 
taught  me  a  lesson,  that  if  the  bladder,  even  though  there  was  no 
appearance  of  tension,  had  been  dissected  down  with  the  peritoneum 
so  as  to  be  out  of  the  road  of  the  clamp,  this  perforation  might  not 
have  occurred. 

Regarding  total  extirpation  of  the  uterus,  thank  goodness,  nobody 
claims  priority  for  it.  We  get  tired  of  reading  articles  by  surgeons  in 
our  medical  journals  in  which  they  are  continually  squabbling  over  the 
question  of  priority.  Total  extirpation  was  first  done  on  this  conti- 
nent by  a  surgeon  in  the  West  (Dr.  Eastman),  and  I  think  perhaps  he 
was  one  who  did  most  of  the  early  operations  of  total  extirpation  for 
fibroid  tumors.  But  that  is  not  a  matter  of  much  importance.  Others 
had  been  thinking  the  matter  out.  There  was  nothing  particularly 
new  about  it.  The  conclusion  was  reached  that  the  clamp  operation 
was  not  ideal,  and  we  began  to  wonder  why  the  stump  was  left  behind. 
For  a  long  time  the  ovariotomy  pedicle  was  kept  outside  of  the  abdom- 
inal cavity,  and  we  wondered  how  it  was  left  out  so  long.  Then  came 
the  clamp  method  with  hysterectomy.  It  is  still  not  as  surgical  as  it 
ought  to  be.  Total  extirpation  consumes  a  longer  period  of  time.  Not- 
withstanding what  one  gentleman  has  said  regarding  ligatures,  I  must 
bear  out  every  word  with  reference  to  suppuration  following  the  tract  of 
the  ligatures  down  into  the  vagina  in  total  extirpation  of  the  uterus.  I 
always  leave  one  end  of  the  ligature,  so  that  it  can  be  removed,  because 
I  believe  these  ligatures,  if  left  in  situ,  will  leave  drainage  tracts.  Then 
I  endeavor  to  cut  off  as  little  of  the  vault  of  the  vagina  as  possible.  I 
do  not  remove  it  as  Dr.  Baldwin  has  mentioned,  and  no  case  of  hernia 
has  occurred.  I  do  not  remove  the  entire  uterus  ;  I  leave  a  little  slice  of 
the  anterior  wall  of  the  cervix.  If  the  tumor  is  coming  down  in  the 
broad  ligaments,  it  is  necessary  to  shell  it  out.  The  uterine  tissue  is  dif- 
ferent altogether  from  the  tissue  on  which  the  intra-abdominal  ligature 
is  most  frequently  placed  in  the  abdomen,  namely,  the  ovarian  perlicle. 
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This  is  lined  with  peritoneum  when  the  ligature  is  placed  about  it. 
The  tissue  beyond  the  ligature  is  able,  on  account  of  its  peritoneal  cov- 
ering, to  insure  union  with  that  on  the  proximal  side.  If  you  cut  close 
enough  to  avoid  the  ureters  you  will  leave  tissue,  and  that  tissue  is 
liable,  being  uterine,  to  necrose  and  break  down,  and  you  will  have 
suppuration  along  the  tract. 

As  to  the  intraperitoneal  method,  I  must  say  my  experience  has  not 
been  satisfactory  with  it.  The  operation  consumes  a  longer  period  of 
time  than  total  extirpation  in  order  to  do  it  nicely,  to  bring  the  broad 
ligaments  together  and  peritoneal  surface  to  peritoneal  surface.  As 
Dr.  McMurtry  has  stated,  the  operation  is  not  yet  perfect.  I  have 
brought  ligatures  out  in  front  and  down  through  the  vagina.  I  find 
that  the  posterior  vaginal  artery  will  produce  enough  bleeding  to 
require  the  use  of  a  drainage-tube  in  the  intraperitoneal  method  unless 
a  great  deal  of  care  is  used  to  prevent  oozing  of  the  posterior  part  of 
the  stump.  To  avoid  that,  in  three  cases  where  the  oozing  continued, 
I  transfixed  and  tied  on  each  side  so  as  to  stop  the  oozing,  and  these 
ligatures  were  brought  out  in  front.  Each  one  came  away  in  due 
time  without  difficulty.  The  three  patients  recovered.  I  did  not  care 
to  complicate  matters  any  by  taking  the  ligatures  through  the  vagina, 
so  I  brought  them  through  the  front. 

Dr.  Zweifel,  of  Leipsic,  has  advocated  suspension  of  the  stump.  I 
have  done  through-and-through  suture  of  the  stump,  bringing  the  liga- 
tures out  through  the  wound,  letting  the  stump  hang  short.  One 
patient  died  from  gangrene  of  the  stump.  There  must  be  danger 
from  this  method,  as  will  be  proven  by  the  operative  work  of  other 
surgeons. 

One  point  I  would  like  to  mention  is  this :  supposed  drainage  with 
iodoform  gauze.  It  is  one  of  the  greatest  fallacies  ever  introduced  into 
abdominal  surgery.  It  is  not  a  drain.  If  you  put  a  drainage-tube 
alongside  of  the  iodoform  gauze  it  will  drain  ;  if  you  put  iodoform 
gauze  down  through  an  opening  of  the  cul-de-sac  of  Douglas,  and 
pack  it  tightly,  the  object  you  are  endeavoring  to  accomplish  is  de- 
feated. It  acts  nicely  as  a  pack,  but  it  does  not  act  as  a  drain.  I 
have  ceased,  and  will  never  use  iodoform  gauze  to  act  as  a  drain  any 
more.  Its  use,  if  intended  for  drainage,  should  be  supplemented  by  a 
drainage-tube. 

Regarding  silk  ligatures,  Dr.  McMurtry  has  gone  too  far.  He  is 
too'extreme.  There  is  a  happy  medium,  and  I  think  we  will  come  to 
it ;  but'we  may  go  a  little  bit  beyond  it.  I  believe  the  difficulty  of 
sterilization  of  catgut  largely  dei>euds  upon  the  calibre  or  the  thick- 
ness'of  the  gut.    The  thicker  the  gut  the  greater  the  difficulty  of  its 
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sterilization.  The  very  process  of  preparing  catgut  spoken  of  by  Dr. 
Goldspohn,  and  which  I  believe  is  adopted  in  Chicago,  has  already 
been  denounced  by  an  Eastern  house,  which  is  now  preparing  and 
putting  up  a  catgut  for  commercial  and  surgical  purposes  that  has 
proved  to  be  bacteriologically  pure.  So  you  see  there  is  a  contradic- 
tion of  terms,  and  we  hardly  know  whom  to  believe  in  the  matter.  Per" 
sonally,  I  feel  some  timidity  in  placing  a  catgut  ligature  on  vessels  in 
doing  a  hysterectomy.  I  may  overcome  this.  Why  is  it  that  an 
infected  silk  ligature  is  such  a  horrible  thing  and  an  infected  catgut 
ligature  is  so  inert?  If  we  have  infection  in  either  case,  we  are  just 
as  likely  to  have  difficulty  after  catgut  as  after  silk.  If  you  have  a 
dirty  pedicle  in  a  case  of  pus  tube,  you  may  have  trouble  with  the 
ligature,  whether  you  use  silk  or  catgut.  I  feel  that  I  am  going  to  try 
to  do  more  with  catgut  in  the  abdomen  than  I  have  done  in  the  past. 
There  are  certain  difficulties  met  with  in  connection  with  the  use  of 
silk,  and  there  is  one  point  that  ought  to  be  mentioned,  namely,  that 
dealers  in  instruments  sell  such  an  inferior  quality  of  silk.  I  order 
all  silk  I  want  for  myself,  and  look  it  over  before  I  use  it.  I  employ 
the  finest  ligature  that  is  consistent  with  safety. 

I  have  seen  the  finest  black  silk  ligature  come  away  gradually 
through  the  scar  left  after  a  cholecysotomy  operation  without  a  drop 
of  suppuration  or  any  thickening  around  it.  The  silk  came  away 
piece  by  piece  until  there  was  none  remaining  in  the  tissues.  On  this 
account  I  always  place  a  continuous  suture  in  performing  these  opera- 
tions, so  that  it  may  be  more  readily  removed,  as  it  will  not  become 
absorbed.  If  silk  is  infected  by  the  hands  while  it  is  being  placed  it 
is  liable  to  give  trouble.  When  the  suture  is  continuous  it  can  be 
more  easily  removed  than  if  interrupted,  and  it  seems  to  me  to  be  easier 
for  one  continuous  suture  to  disappear  than  for  several  interrupted 
sutures  to  loosen  themselves  from  the  tissues. 

In  performing  hysterectomy  the  fingers  may  be  used  in  an  emer- 
gency for  the  arrest  of  hemorrhage.  They  can  be  readily  placed  upon 
the  uterine  artery  on  either  side.  When  cutting  off  the  blood-filled 
tumor,  a  sponge  pressed  on  the  raw  surface  indicates  the  completeness 
or  incompleteness  with  which  the  blood-supply  to  the  proximal  end  has 
been  shut  off ;  the  proximal  side  appears  white  and  bloodless,  while  the 
blood  continues  to  drip  from  the  tumor  side. 

The  use  of  intravenous  saline  injections  is  particularly  adapted  to 
cases  in  which  large  solid  tumors  of  the  uterus  have  been  removed. 
Sometimes  the  pulse  rises  toward  the  termination  of  these  operations, 
apparently  from  shock,  but  perhaps  from  hemorrhage.  If  from  hem- 
orrhage the  intravenous  injection  will  be  of  service.    When  many 
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adhesions  of  the  fibroid  tumor  to  the  abdominal  wall  and  surrounding 
viscera  are  present,  the  patient's  pulse  soon  goes  up  after  they  have 
been  disturbed.  I  have  seen  the  pulse  rise  in  such  cases,  and  the 
patient  gradually  succumb  to  what  appeared  to  be  shock.  Perhaps  in 
some  of  these  cases  of  apparent  shock  both  ureters  may  be  tied. 

Dr.  Hall  (closing  the  discussion).  —I  assure  you,  gentlemen,  the 
paper  has  brought  out  just  what  I  wanted — a  free  and  liberal  dis- 
cussion. It  has  interested  me  very  much.  In  reply  to  the  historical 
criticism  made  by  one  of  the  speakers  in  regard  to  the  Baer  operation, 
I  will  admit  laxity  on  my  part  in  stating  the  title  of  my  paper 
when  sending  it  to  the  secretary.  The  operation  described,  how- 
ever, is  not  the  Baer  operation,  and  I  so  stated.  It  is  the  Baer 
operation  with  Kelly's  modification  and  perfection  of  surgical  tech- 
nique in  cases  of  hysterectomy.  I  have  given  all  the  facts  in  relation 
to  the  sequeke  of  the  operation.  This  brings  me  to  the  consideration 
of  Dr.  Baldwin's  case  of  stone  in  the  bladder.  His  patient  had  a 
little  uneasiness  in  the  pelvis,  a  little  cystitis,  and  a  stone  was  found, 
removed,  and  in  that  stone  was  the  thread  or  ligature.  Take  almost 
any  of  these  patients  upon  whom  a  supravaginal  hysterectomy  has 
been  performed,  and  the  pedicle  treated  as  described  by  Kelly  and 
Noble,  with  the  ligatures  below  the  peritoneum,  the  peritoneum  closed, 
and  the  cervix  open  or  not  closed,  where  silk  is  put  underneath  the 
peritoneum  we  will  have  a  history  of  irritable  bladder,  uneasiness  in 
the  pelvis  with  a  little  lochial  discharge.  The  patient  may  not  com- 
plain of  it  all  of  the  time  ;  it  is  worse  at  times.  She  may  think  that  it 
comes  with  the  change  of  life.  The  silk  ligatures  come  away  without 
a  knowledge  of  either  the  physician  or  patient  in  many  instances.  It 
is  true,  the  technique  is  not  complete  as  yet. 

One  of  the  speakers  referred  to  making  total  extirpation,  cutting 
the  ligatures  short,  closing  the  vagina,  and  not  having  any  trouble 
subsequently  from  the  ligatures.  I  grant  that  if  he  uses  catgut  and 
it  becomes  absorbed  in  every  instance,  he  will  not  hear  of  any  trouble  ; 
but  if  he  uses  silk  or  silkworm-gut,  or  similar  material,  he  will  have 
trouble  months  afterward. 

I  want  to  differ  from  Dr.  McMurtry  in  reference  to  the  question  just 
touched  upon  by  the  President  in  regard  to  the  ligation  of  the  ureters. 
I  cannot  see  how  in  total  extirpation  there  should  be  any  greater  diffi- 
culty in  that  direction  than  in  the  ordinary  supravaginal  hysterectomy. 
We  ligate  the  uterine  arteries  in  the  same  manner. 

As  regards  the  question  of  prolonging  the  operation  in  total  extir- 
pation, as  compared  with  the  supravaginal  method,  I  do  not  believe  it 
takes  any  longer  after  the  surgeon  has  done  two  or  three  of  these  oper- 
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ations.  No  surgeon  can  perform  his  first  two  or  three  operations  by 
a  new  method  as  rapidly  as  by  one  he  has  tried  many  times.  The 
element  of  time  has  no  bearing  whatever  in  the  two  operations,  as  one 
can  be  made  just  as  quickly  as  the  other.  There  is  no  more  difficulty 
in  making  total  extirpation  than  a  supravaginal  amputation,  but  it 
looks  like  a  greater  operation  for  the  patient. 

Coming  to  the  question  of  ligatures,  it  has  been  so  thoroughly  and 
freely  discussed,  that  I  shall  not  take  up  much  of  your  time.  I  have 
used  silk  in  all  of  my  intra-abdominal  operations,  and  with  the  excep- 
tion of  pus  cases,  I  have  never  heard  from  a  silk  ligature  after  it  has 
been  put  in  the  peritoneal  cavity.  I  have  only  heard  from  the  silk 
ligature  in  a  small  minority  of  pus  cases,  the  ligature  coming  out  weeks 
or  months  afterward  Why  should  we  discard  silk  for  catgut?  We 
should  have  a  medium.  In  some  places  we  should  use  catgut,  where 
we  expect  trouble  from  silk. 

A  gentleman  from  Buffalo  (Dr.  Crockett),  who  is  not  now  in  the 
room,  stated  that  he  had  used  catgut  in  six  hundred  cases  without  any 
secondary  hemorrhage.  That  is  about  as  good  as  we  can  expect  silk 
to  do.  These  results  are  a  little  better  than  most  of  us  get  with  silk. 
I  said  in  my  paper  that  I  was  convinced  catgut  was  not  reliable  to 
control  hemorrhage.  Seeing  is  believing,  and  experience  is  a  dear 
teacher  in  not  a  few  instances,  especially  in  this  regard.  It  is  said 
that  in  tying  catgut  we  are  certain  it  will  stay  in  a  large  majority  of 
cases  where  we  put  it.  I  do  not  feel  as  certain  that  it  will  stay  as  I 
do  the  silk  ligature  where  I  use  it,  because  it  is  slippery.  To  over- 
come the  slippery  quality  of  the  gut  I  put  it  in  resin.  I  have  operated 
on  thirty-two  cases,  doing  total  extirpation  in  this  manner,  and  have 
had  good  results. 

Since  we  are  continually  changing  from  one  method  to  another,  it 
shows  that  we  are  not  satisfied,  and  that  no  one  method  is  perfect. 

Our  object  is  to  use  that  method  which  will  yield  the  best  results. 
The  same  applies  to  ligatures,  as  well  as  to  the  technique  of  the  opera- 
tion. 


POST  -CLIMACTERIC  CONDITIONS  THAT  SIMULATE 
ADVANCED  UTERINE  CANCER. 
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In  our  efforts  to  recognize  the  earliest  symptoms  of  uterine  can- 
cer, that  it  may  be  eradicated  while  still  local,  we  are  making 
commendable  headway.  The  teaching  is  being  thoroughly  dissem- 
inated that  irregular  hemorrhages  and  sero-sanguineous  discharges 
are  good  and  sufficient  reasons  to  suspect  malignancy,  wheiher 
occurring  during  the  parturieut  age,  or  long  after  the  menopause. 
Such  teaching  has  already  saved,  or  prolonged,  many  valuable 
lives. 

We  cannot,  however,  quite  escape  the  imputation  of  loose  methods 
in  dealing  with  advanced  malignant  disease.  Every  now  and  then 
it  occurs  that  apparently  classical  cases  of  advanced  or  late  cancer 
are  declared  to  be  such  merely  on  account  of  certain  marked  phys- 
ical symptoms.  As  au  illustration,  let  us  imagine  a  woman  sume 
years  past  the  menopause ;  of  general  cachectic  appearance ;  suf- 
fering pain  in  the  pelvis  ;  subject  to  irregular  hemorrhages,  or  pro- 
fuse watery,  fetid  discharges;  her  womb  enlarged,  but  slightly 
movable,  with  an  outline  somewhat  nodular  and  uneven.  Upon 
this  evidence  the  case  is  pronounced  inoperable,  hopelessly  incur- 
able. She  is  furnished  with  a  death-warrant  and  sent  home.  It 
is  fortunate  if  she  subsequently  falls  into  the  hands  of  a  doubting 
Thomas,  who  reviews  the  testimony,  completes  the  faulty  examina- 
tion, and  restores  the  patient  to  life  and  friends.  It  were  exceed- 
ingly humiliating  should  this  woman  be  enticed  into  the  pailor 
of  a  wary  quack,  and  ere  long  walk  out,  a  living  witness  of  the  in- 
capacity of  the  medical  profession  and  an  undying  advocate  of 
quackery. 

"  Nicht  jede  Fuerstenreise  1st  eine  Odysse, 
Nicht  jeder  weiche  Stuhl  ist  eine  Diarrhoe." 
Obst  Soc  11 
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During  the  child-bearing  period  there  are  so  many  conditions 
that  remotely  simulate  advanced  cancer  that  we  are  on  our  guard 
to  carefully  differentiate  between  them.  But  after  the  menopause 
cancer  has  until  recently  monopolized  the  pathologic  field  to  the 
exclusion  of  all  other  diseases.  Text-book  writers  are  agreed  that 
the  diagnosis  of  cancer  may  be  difficult  in  the  early  stages,  but  I 
know  of  none  who  has  sounded  a  note  of  warning  against  possible 
errors  in  the  late  stages.  To  avoid  mistakes,  it  must  be  remembered 
that  the  so-called  classical  symptoms  are  liable  to  be  present  in 
other  (non-malignant)  conditions  of  the  genital  tract,  and  that 
"  we  only  acquire  full  certainty  by  scraping  out  particles  and 
examining  them  with  the  microscope."1 

Conditions  simulating  late  caucer  in  the  post-climacteric  period 
are  comparatively  rare.  In  the  majority  of  cases  there  is  nothing 
left  of  the  vaginal  portion  of  the  cervix,  it  having  disappeared  by 
senile  atrophy.  The  seat  of  disease  is  confined  to  the  upper  cer- 
vical canal  or  to  the  uterine  cavity.  The  diagnosis  then  lies  be- 
tween the  disease  thus  located  and  corporeal  cancer.  The  cases 
herein  reported  will  serve  to  demonstrate  that  before  a  positive  diag- 
nosis of  corporeal  cancer  can  be  made  all  other  diseases  of  the 
uterine  body  must  have  been  excluded. 

Senile  Vaginitis.  It  is  barely  possible  that  uncomplicated 
senile  vaginitis  might  be  mistaken  for  malignant  degeneration, 
when  the  vaginal  portion  is  at  the  same  time  eroded  and  covered 
with  bleeding  granulations.  The  microscope,  together  with  appro- 
priate treatment  in  case  of  doubt,  will  definitely  determine  the  char- 
acter of  the  disease. 

Foreign  Body  in  the  Vagina.  The  symptoms  of  advanced 
cancer  of  the  vaginal  portion  may  be  simulated  by  a  foreign  body 
in  the  vagina.  An  instance  of  this  kind  occurred  in  my  experi- 
ence a  few  years  ago.  A  friend  of  mine,  himself  a  competent 
physician,  as  had  been  his  father  before  him,  requested  me  to  come 
by  early  train  to  visit  his  mother.  Though  for  a  long  time  aware 
of  the  condition,  she  had  but  recently  mustered  up  the  courage  to 
take  her  son  into  her  confidence.  She  disclosed  to  him  the  fact 
that  she  had  been  having  an  offensive,  bloody,  watery  discharge 
that  was  sapping  her  strength.  Her  cachectic  appearance  inten- 
sified the  doctor's  gloomy  forebodings.  I  found  a  sallow-looking, 
low-spirited  old  lady,  long  past  the  menopause.    There  was  a 
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foul,  sero-purulent  vaginal  discharge.  A  soft,  loose  body  lay 
high  in  the  posterior  vault.  When  withdrawn,  it  proved  to  be  a 
rotten  sponge.  The  patient  remembered  that  her  late  husband 
had  introduced  a  medicated  sponge  some  time  before  his  death, 
and  that  it  had  never  been  removed. 

Gangrenous  Fibroids.  Atrophic  changes  may  so  seriously 
interfere  with  the  nutrition  of  old  fibroid  tumors  of  the  uterus  or 
cervix  as  to  result  in  their  partial  or  total  disintegration.  Clini- 
cally we  can  distinguish  such  a  fibroid  by  the  toughness  of  the 
healthy  portion  and  by  its  elastic  resistance  to  the  finger  or  curette. 
Dilation  of  the  womb,  palpation  of  the  cavity  with  the  finger  (when 
possible),  and  examination  of  the  scrapings  aid  in  the  satisfactory 
solution  of  its  identity. 

Atrophic,  Senile,  or  Post-Climacteric  Endometritis. 
This  form  of  endometritis,  due  to  retrograde  changes,  has  been 
described  in  reports  of  isolated  cases  many  years  before  Fritsch2 
published  his  complete  monograph  on  the  subject.  More  or  less 
extensive  contributions  to  the  literature  have  since  been  published. 
Patru,3  among  the  French,  and  Skene,4  Sexton,5  and  Munde,6  in 
this  country,  have  aided  materially  in  awakening  the  profession 
to  a  realization  of  the  importance  of  post-climacteric  endometritis. 
Of  the  many  text-  and  reference-books  consulted,  I  have  found 
but  one7  in  which  there  is  any  allusion  to  the  disease.  One  cannot 
do  better  than  follow  Sexton's  description  :8  "  Most  striking  of  all 
is  the  discharge — a  watery,  semi-purulent  fluid  which  barely  stains 
linen,  which  is  different  from  the  ordinary  leucorrhea,  which  is 
profuse  at  times,  and  not  infrequently  shows  considerable  admix- 
ture of  blood.  Again,  the  discharge  will  become  more  purulent  in 
character,  will  irritate  the  vagina  and  vulva,  as  well  as  the  sur- 
rounding skin.  A  characteristic  odor  is  present,  sometimes  even 
more  offensive  than  that  of  cancer.  Occasionally  the  discharge 
becomes  grumous,  at  which  time  the  odor  is  more  offensive ;  not 
infrequently  it  will  cease  for  an  interval  of  varying  length.  When 
it  does  appear  again  it  is  usually  with  a  sudden  gush  of  thin 
sanious  pus.  Abdominal  pain  accompanies  these  cases,  also  pain 
in  the  back,  progressive  emaciation  and  invalidism  ;  furthermore,  a 
slow  form  of  sepsis  seems  to  invade  the  constitution,  and  the  skin 
takes  on  a  sallow  appearauce.  These  are  the  features  presented 
by  almost  all  cases." 
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The  uterus  may  be  of  normal  size,  or  it  may  be  enlarged  by  the 
retention  of  the  secretions  within  the  cavity,  constituting 

Post-Climacteric  Pyometra.  Of  all  post-climacteric  condi- 
tions pyometra  is  the  disease  that  is  most  likely  to  be  mistaken  for 
advanced  cancer.  As  a  rule,  pyometra  is  a  sequel  to  endometritis, 
whenever  the  free  discharge  of  secretions  is  obstructed  bv  adhesions 
or  agglutination  of  opposite  walls,  or  by  stenosis  of  the  canal. 
The  case  that  forms  the  basis  of  this  paper  is  so  typical  an  example 
of  the  entire  class  that  I  have  deemed  it  worthy  of  report  in  de- 
tail. To  the  report  of  this  case  have  been  added  abstracts  of  five 
more  or  less  similar  cases  found  scattered  in  the  literature  of  the 
pa-t  seven  years.  It  will  be  seen  that  in  each  and  every  instauce 
either  a  positive  or  provisional  diagnosis  of  cancer  had  been  made. 

Mrs.  H.  S.  was  referred  to  me  May  28,  1897,  by  Dr.  N.  S. 
Everhard,  of  Wadsworth,  Ohio  ;  aged  sixty-one  years ;  she  had 
two  children.  Menopause  sixteeu  years  ago.  Family  history 
good.  Previous  health  good.  Three  years  ago  she  hurt  herself 
while  swinging.  Soon  after  she  began  to  have  "  flowing  spells  " 
once  in  two  to  four  weeks,  lasting  from  a  few  hours  to  a  day.  The 
interval  between  spells  gradually  increased.  The  last  flow  occurred 
in  S'pternber,  1895.  The  discharge  consisted  of  clear,  fresh  blood, 
soaking  not  less  than  two  napkins.  At  this  time  there  was  neither 
pain,  nor  odor,  nor  other  discharge.  Her  health  was  in  no  wise 
affected.    She  kept  her  normal  weight,  155  pounds. 

During  the  last  five  mouths  there  have  been  profuse  vaginal 
discharges  of  blood  and  water,  coming  on  in  gushes,  the  total  ag- 
gregating many  gallons.  More  recently  the  discharge  has  become 
purulent,  sometimes  tinned  with  blood,  at  others  greenish.  The 
odor  has  been  so  horribly  foul  that  she  shunned  society,  and  was 
so  miserable  that  she  "  would  rather  die  than  live."  She  suffered 
from  a  constant  bearing-down,  and  felt  so  lame  in  the  groins  that 
she  could  not  walk.  "  To  step  on  a  pebble  would  almost  make  her 
faint."  She  vomited  all  her  food  and  drink  except  sour  cider. 
She  could  sleep  but  poorly,  and  that  only  on  her  left  side.  Though 
she  had  terrible  night-sweats  once  or  twice  a  week,  she  had  had 
but  one  chill  (in  February)  and  no  fever.  She  had  taken  "car- 
loads" of  patent  mediciue  without  benefit,  and  had  finally  consulted 
an  able  specialist  who  sent  her  home  as  a  case  of  inoperable  malig- 
naut  disease,  allowing  her  a  scant  four  months'  lease  of  life. 
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She  is  a  small,  yellow,  cachectic  appearing  woman,  weighing  at 
present  130  pounds.  There  is  a  profuse,  blood-tinged,  watery, 
highly  fetid  discharge.  The  vaginal  portion  of  the  cervix  is  gone. 
In  its  place  there  is  a  cone-shaped  dome  narrowed  by  bands  of 
vaginal  adhesions,  with  the  retracted,  slightly  eroded  os  in  the 
apex.  The  uterus  is  enlarged,  somewhat  movable,  reaching  mid- 
way between  the  pubes  and  the  umbilicus.  Though  the  body  is 
symmetrical,  the  surface  is  uneven,  the  consistence  hard.  There 
is  neither  tenderness  nor  fluctuation. 

As  the  history  of  the  case  admitted  of  the  possibility  of  its  being 
a  disintegrating  uterine  fibroid,  I  advised  dilation  and  curetting 
under  anesthesia  to  clear  up  the  diagnosis.  I  did  not  think  of 
pyometra. 

May  29th.  Under  chloroform  the  sound  enters  the  uterine  cavity 
to  the  depth  of  five  inches,  without  meeting  with  any  hinderance. 
Its  withdrawal  is  followed  by  free  oozing  of  pus.  Thorough  dila- 
tation gives  vent  to  a  deluge  of  rank-smelling  pus  amounting  to 
not  less  than  a  pint.  The  uteriue  cavity  is  now  disinfected  and 
packed  with  iodoform  gauze,  curetting  not  being  deemed  advisable 
at  this  time. 

The  improvement  after  evacuation  of  the  uterus  was  immediate. 
The  foul  odor  ceased.  The  patient  slept  well,  enjoyed  her  meals, 
and  regained  her  jovial  disposition. 

June  5th.  Packing  removed.  No  odor,  but  still  some  purulent 
discharge. 

8th.  Curette  for  the  relief  of  the  still  persisting  endometritis. 
Cavity  only  three  inches  deep,  smooth  ;  mucous  layer  so  thin  and 
scant  that  there  are  hardly  any  scrapings. 

21st.  Discharge  insignificant,  odorless.  Patient  left  for  home. 
She  has  continued  to  improve  since. 

In  a  lecture  on  "  The  Menopause,"  delivered  in  May,  1891,  Dr. 
T.  G.  Thomas9  reports  a  case  belonging  to  the  same  category  under 
the  title  of  hydroraetra.  The  lady  was  sixty  years  old.  Meno- 
pause ten  years  past.  During  six  months  she  had  been  having 
from  the  vagina  gushes  of  a  pinkish,  watery  fluid  with  offensive 
odor.  Three  practitioners  had  made  a  diagnosis  of  corporeal  can- 
cer. On  examination  he  found  a  globular  mass  of  the  size  of  a 
child's  head.  Dilatation  under  anesthesia  brought  away  in  a  gush 
ten  ounces  of  a  dirty,  pinkish  fluid.    The  cavity  was  scraped,  a 
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glass  plug  placed  into  the  cervical  canal,  and  the  patient  was  cured 
in  a  short  time. 

In  May,  1893,  Patru10  reported  two  cases.  The  first  patient 
was  sixty-two  years  of  age.  Menopause  at  forty-eight.  Had 
noticed  a  discharge,  either  pink  or  yellow,  for  five  weeks,  with 
slight  odor.  Was  sent  to  the  hospital  with  the  diagnosis  of  can- 
cer of  the  vaginal  portion.  There  was  irritation  of  the  vulva  and 
vagina.  The  cervix  was  atrophied,  turned  toward  the  left.  The 
anterior  lip  effaced,  barely  a  rim  of  the  posterior  remaining. 
The  uterus  was  soft,  difficult  to  outline,  movable,  painful  to  the 
bimanual.  The  cavity  was  enlarged  to  eight  centimetres.  Dila- 
tation was  followed  by  a  mixture  of  pus  and  blood  of  fetid  odor. 
She  was  not  cured,  but  improved  by  curetting.  She  was  able  to 
resume  her  usual  farm-work. 

The  second  patieut  was  sixty-three  years  old.  Had  a  similar 
history.  The  cavity  of  the  uterus  measured  eight  centimetres. 
Dilatation  was  followed  by  the  evacuation  of  twenty  to  thirty  cubic 
centimetres  of  offensive  pus.    Recovery  soon  after. 

In  the  same  year  J.  K.  Kelly11  reported  the  case  of  a  woman 
fifty-four  years  of  age.  Menopause  at  forty.  Fetid  vaginal  dis- 
charge of  three  years'  standing.  She  was  sent  in  from  the  dispen- 
sary with  the  diagnosis  of  malignant  disease  of  the  uterus.  Dr. 
Kelly  found  the  vaginal  portion  iu  normal  senile  condition.  Dil- 
atation evacuated  a  large  quantity  of  bluish-gray  pultaceous  matter 
with  very  foul  odor.    The  patient  made  a  complete  recovery. 

In  October,  1896,  Dr.  Batchelor's12  case  (the  last  of  which  I 
could  find  a  record)  was  reported.  The  patient  was  fifty-one 
years  old,  looking  much  older.  Menopause  six  years  past.  Suf- 
fered a  severe  blow  two  years  ago.  Two  months  later  a  bloody 
discharge  began  from  the  vagina,  which  has  continued  since. 
During  the  past  five  or  six  months  the  discharge  has  been  more 
free,  with  excessively  offensive  smell.  Lately  there  have  been 
bearing-down  pain  and  tenderness  over  the  lower  abdomen. 
Gradual  loss  of  flesh.  He  found  an  irregular  shaped  mass  in  the 
right  pelvis,  of  the  size  of  an  orange,  with  a  smaller  tumor  behind 
and  to  the  left ;  the  mass  was  movable  and  tender.  The  vagina 
was  narrow  and  atrophied.  There  was  no  projecting  cervical  por- 
tion. The  os  was  patulous,  admitting  the  tip  of  the  index  finger. 
The  interior  of  the  cervical  canal  was   rough,  hard,  bleeding 
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readily ;  the  discharge  was  highly  offensive.  Provisional  diag- 
nosis— malignant  disease  of  the  uterus  with  probable  secondary 
focus.  Under  chloroform  the  sound  enters  four  and  one-half  inches 
into  a  large  cavity.  On  withdrawal  fetid  pus  streams  from  the 
cervical  canal.  On  thorough  dilatation  fully  one  pint  of  horribly 
offensive  discharge,  containing  fibrous  shreddy  debris,  escaped. 
One  of  two  nodules  in  the  uterine  cavity  was  removed  and  proved 
to  be  fibro-myoma.    Excellent  recovery. 

Before  closing,  it  is  well  to  make  note  of  a  singular  fact.  It  is 
generally  conceded  that  tissues  under  chronic  irritation,  especially 
epithelial  tissues,  are  liable  to  malignant  degeneration.  The 
records  do  not  seem  to  corroborate  this  theory  in  patients  subject 
to  post-climacteric  endometritis.  In  the  presence  of  the  essential 
predisposing  conditions — age,  low  vitality,  cicatricial  tissue,  adhe- 
sions, chronic  inflammation,  and  irritating  discharges — one  would 
expect  numerous  cases  of  transformation  into  malignant  disease. 
None  have  come  to  my  kuowledge.    Certainly  there  are  not  many. 
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DISCUSSION. 

Dr.  Walter  B.  Chase,  of  Brooklyn. — Mr.  President:  The  topic 
of  the  paper  just  presented  is  one  of  considerable  and  increasing  inter- 
est, and,  as  suggested  by  the  essayist,  patients  suffering  from  other  than 
malignant  disease  after  the  menopause  have  been  neglected,  and  lives 
which  might  have  been  saved  have  perished.  I  have  encountered 
similar  cases.  I  met  one  case  last  winter  in  a  woman,  aged  seventy 
years,  who  had  been  under  the  care  of  several  physicians,  and  her  case 
was  regarded  as  one  of  malignant  disease.    She  had  a  cachectic  look, 
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was  debilitated  and  emaciated.  The  discharge  from  the  uterus  was 
offensive  in  character  and  precisely  similar  to  that  we  usually  find 
from  the  gross  appearances  in  malignant  disease.  I  was  in  doubt  regard- 
ing the  nature  of  the  case,  and  determined  to  resort  to  local  treatment, 
in  the  hope  of  improvement.  I  resorted  to  careful  irrigation  of  the 
uterus  and  dilatation,  after  which  there  was  some  improvement.  But 
the  discharge  continued,  and  then  I  extemporized  a  mixture  of  water 
with  iodoform,  and  used  it  as  an  irrigating  fluid,  knowing  that  a  por- 
tion of  the  iodoform  would  be  retained  in  utero,  and  the  result  was 
satisfactory.  Under  palliative  treatment  extending  over  three  or  four 
weeks,  the  discharge  ceased  and  the  woman  was  restored  to  health. 
There  has  been  no  return  of  the  disease  since  that  period.  The  utility 
of  iodoform  in  these  cases  of  senile  endometritis  was  called  to  our  atten- 
tion by  Dr.  Skene  some  years  ago,  and  its  value  is  now  recognized. 

Another  condition  which  the  doctor  has  referred  to  as  being  of 
common  occurrence  is  that  of  disintegrating  fibroids.  I  remember  a 
case  which  came  under  my  observation  some  twenty  years  ago,  in 
which  I  made  a  diagnosis  of  malignant  disease.  The  woman  was 
seventy  years  of  age.  The  discharge  from  the  uterus  was  offensive  in 
character,  and  the  woman  suffered  slow  sepsis.  Treatment  was  insti- 
tuted without  satisfactory  results.  One  day,  before  I  had  made  a 
thorough  examination  of  the  interior  of  the  uterus,  she  expelled  a 
mass  the  size  of  a  large  hickory-nut,  which  proved  to  be  a  sloughing 
fibroid.    The  cure  was  spontaneous  and  immediate. 

If  great  care  is  exercised  in  these  cases  in  making  the  diagnosis,  both 
by  microscopic  examinations  of  the  discharge,  or  of  the  scrapings,  it 
will  usually  be  easy,  with  due  regard  to  the  clinical  history,  to  exclude 
the  diagnosis  of  malignant  disease,  and  the  patient  cured  without  being 
subjected  to  hysterectomy. 

Dr.  John  M.  Duff,  of  Pittsburg. — I  was  very  much  interested  in 
this  paper,  and  from  its  general  tenor  I  am  led  to  believe  that  these 
conditions  are  frequent,  which  they  no  doubt  are,  but  at  the  same  time 
we  should  be  very  careful  not  to  make  a  mistake  in  diagnosis,  even  if 
we  have  a  number  of  disintegrating  fibroids,  because  the  two  condi- 
tions may  occur  together. 

I  have  within  the  past  four  months  removed  a  uterus  in  which  a 
microscopic  examination  revealed  cancer,  but  on  removal  of  the  uterus 
I  found  a  disintegrating  uterine  fibroid,  and  if  I  had  made  a  diagnosis 
of  fibroid  previously,  not  having  made  a  microscopic  examination,  I 
might  have  allowed  the  woman  to  die  without  treatment,  such  as  the 
doctor  suggests,  or  to  have  gone  on  to  that  point  when  an  operation 
would  not  have  been  advisable.    The  lady  is  a  stenographer  in  our 
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County  Court  House.  I  saw  her  on  the  street  the  evening  before  I 
left  home  to  attend  this  meeting,  and  she  was  in  excellent  health. 

In  one  or  two  other  cases  that  I  can  recall  now,  one  of  them  occurring' 
in  the  practice  of  another  practitioner,  there  was  a  similar  condition. 

I  do  not  make  these  remarks  to  disparage  the  opinion  of  treatment 
of  Dr.  Rosenwasser,  by  any  means,  but  it  is  well  to  bear  this  fact  in 
mind. 

Dr.  Rufus  B.  Hall,  of  Cincinnati. — While  I  agree  with  the  last 
speaker,  that  we  occasionally  do  have  malignant  disease  in  connection 
with  disintegrating  fibroids,  yet  I  believe  he  overlooked  the  main  point 
that  the  essayist  desired  to  bring  out,  namely,  in  calling  attention  to 
the  fact  that  the  disease  which  he  describes  so  clearly  in  his  paper  is 
often  mistaken  by  the  general  practitioner  for  malignant  disease,  and 
consequently  patients  are  allowed  to  die  that  could  otherwise  be  cured 
if  properly  treated  by  a  very  simple  operation.  In  this  connection  I 
wish  to  put  on  record  a  very  similar  but  typical  case  that  came  under 
my  care  early  in  the  fall  of  last  year.  The  woman  was  over  seventy- 
six  years  of  age ;  was  sent  to  me  by  Dr.  Brady  from  Greenup,  Ky., 
and  had  been  seen  previously  by  three  or  four  physicians  who  had  pro- 
nounced the  disease  cancer.  Finally,  the  last  physician  in  consultation 
suggested  that  she  be  sent  to  the  city,  but  in  his  letter  stated  that  he 
did  not  believe  anything  could  be  done  for  her,  because  she  had  cancer 
of  the  body  of  the  uterus  and  the  whole  cervix  had  disappeared,  it 
being  simply  a  raw  sloughing  mass  in  the  vault  of  the  vagina.  I  found 
that  the  woman  had  a  contracted  vagina,  and  apparently  the  cervix 
had  been  destroyed.  It  was  simply  a  senile  cervix  that  had  been 
eroded.  The  whole  vagina  was  badly  eroded  and  bleeding  to  the 
touch,  the  external  parts  nearly  to  the  knees  were  more  or  less  raw 
from  the  discharge.  I  was  not  able  to  positively  exclude  cancer,  but 
after  making  an  examination  I  suspected  cancer,  and  under  an  anes- 
thetic, to  settle  this  question  of  whether  it  was  cancer,  I  dilated  the 
uterus,  and  there  was  a  tumor  apparently  the  size  of  a  child's  head  at 
birth,  or  larger.  This  tumor  was  the  enlarged  uterus  distended  with 
pus.  There  was  no  fibroid  about  it.  I  passed  the  sound  four  and  one- 
half  inches  without  any  difficulty,  as  in  the  case  described  in  the  paper. 
Introducing  a  steel  dilator,  more  than  a  pint  of  this  horribly  fetid  pus 
escaped  from  the  uterus.  I  did  very  little  curetting.  After  drainage 
the  patient  made  a  beautiful  recovery.  Formerly  the  woman  weighed 
180  or  190  pounds.  When  she  came  to  Cincinnati  she  weighed  less 
than  130  pounds,  and  her  friends  had  given  up  all  hope  of  her  recov- 
ery. She  did  not  recover  as  promptly  as  the  case  described.  She 
remained  in  the  city  two  weeks,  then  went  home,  and  the  family 
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physician  dilated  the  cervix  once  a  week  and  made  intra-uterine  appli- 
cations of  iodine,  etc.  She  is  now  perfectly  well,  the  uterus  measur- 
ing two  and  a  half  or  three  inches  in  depth.  This  woman  presented 
all  the  pronounced  symptoms  described  in  the  paper.  I  do  not  believe 
in  relegating  these  patients  to  the  graveyard  until  all  means  of  diag- 
nosis have  been  exhausted. 

Dr.  J.  Henry  Carstens,  of  Detroit. — Dr.  Hall  seems  to  strike  the 
keynote  in  Dr.  Rosen wasser's  paper,  and  that  is,  that  when  women 
have  passed  the  climacteric  and  present  the  symptoms  described,  they 
are  by  no  means  always  suffering  from  cancerous  disease.  I  agree  with 
him.  At  the  same  time  it  seems  to  me  that  where  we  find  one  of  these 
cases  we  will  find  fifty  cases  of  cancer.  If  we  allow  the  statement  to 
go  out  from  this  Association  that  these  conditions  are  of  a  compara- 
tively common  occurrence,  there  will  be  a  great  deal  of  tinkering  done 
by  inexperienced  general  practitioners  in  this  class  of  cases,  and  the 
calling  to  operate  on  malignant  disease  in  its  incipiency  will  have  passed 
by,  and,  although  most  of  us  who  are  able  to  diagnosticate  these  cases  do 
examine  them  thoroughly  and  treat  them  properly,  it  is  not  advisable 
to  let  the  impression  go  abroad  that  these  cases  are  of  common  occur- 
rence. If  I  understand  the  paper  rightly,  it  is  a  plea  for  greater 
thoroughness  in  diagnosis  in  this  class  of  cases.  When  we  have  such 
symptoms  as  Dr.  Rosenwasser  describes,  not  attributed  to  the  change 
of  life,  we  should  put  the  woman  under  chloroform  and  make  a 
thorough  examination,  and  if  we  find  any  one  of  these  conditions 
we  should  treat  it  as  he  has  treated  it,  or  according  to  the  indica- 
tions. 

We  find  other  cases  in  which  we  have  the  same  array  of  symptoms 
of  the  same  disease,  and  probably  we  will  remove  a  part  of  the  dis- 
eased membrane  and  subject  it  to  microscopic  examination.  In  order 
to  be  thorough  we  will  perhaps  send  sections  of  the  diseased  tissue  to 
two  or  three  pathologists,  and  one  pathologist  will  tell  you  that  the 
disease  is  malignant,  and  another  will  say  it  is  benign,  consequently 
the  opinion  of  the  pathologist  is  not  at  all  times  to  be  relied  upon. 
Personally,  in  a  case  of  pyometra,  such  as  the  doctor  describes,  I  would 
rather  take  the  clinical  evidences  than  the  report  of  the  microscopist 
and  subject  the  woman  to  a  hysterectomy,  which  ordinarily  is  not  a 
dangerous  operation.  In  this  way  I  think  we  can  accomplish  a  great 
deal  more  good  than  in  letting  patients  go  and  trusting  to  luck. 

Dr.  E.  W.  Cushing,  of  Boston. — This  subject  is  of  very  great  im- 
portance, and  I  recall  one  or  two  cases  which,  on  reflection,  may  have 
been  cases  of  senile  endometritis  simulating  cancer,  where  I  have  re- 
moved the  uterus.  I  am  rather  inclined  to  agree  with  the  last  speaker, 
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that  it  is  very  difficult  to  make  a  negative  diagnosis  and  exclude  cancer. 
However,  I  can  imagine  a  case  such  as  the  one  described,  where,  on 
passing  the  sound,  pus  comes  out  and  a  pyometra  can  be  established, 
and  under  simple  treatment  recovery  takes  place.  But  there  is  a  post- 
climacteric condition  beginning  somewhat  the  same  way — an  adenoma 
of  the  uterus,  where,  as  Dr.  Carstens  has  pointed  out,  we  make  scrap- 
ings and  submit  them  for  microscopic  examination,  and  we  are  told  it 
is  hypertrophic  endometritis.  I  have  known  these  cases  to  occur  more 
than  once.  But  it  is  not  every  man  who,  although  he  is  a  pathologist  to 
a  hospital,  is  right  up  on  the  early  diagnosis  of  adenoma  of  the  uterus. 
The  cases  are  temporized  with,  curetted,  and  after  a  while  the  dis- 
charge comes  on  again.  The  discharge  is  not  particularly  foul  in 
adenoma  of  the  uterus.  It  is  a  difficult  thing  to  say  that  a  woman 
with  a  large  (post-climacteric)  fundus  and  with  a  foul  discharge  coming 
from  the  uterus  has  not  cancer.  Where  the  uterus  is  movable,  the 
woman  in  good  condition,  and  there  are  no  physical  defects  in  the  way 
I  should  feel  inclined  to  think  that  she  would  best  undergo  an  opera- 
tion for  its  removal,  if  she  does  not  get  well  under  simple  treatment. 

Dr.  James  F.  Baldwin,  of  Columbus. — I  think  that  all  specialists 
will  agree  that  their  experience  has  been  the  same  as  mine,  that  the 
general  practitoner  has  been  led  to  place  too  much  emphasis  upon  the 
odor  of  vaginal  discharges  in  making  a  diagnosis  of  cancer  of  the  uterus. 
The  idea  is  quite  widespread  that  uterine  cancer  gives  us  a  very  offen- 
sive discharge,  much  more  so  than  in  any  other  diseased  condition  of 
the  uterus,  and,  therefoi'e,  if  the  general  practioner  has  a  patient  with 
suspicious  symptoms,  but  not  a  bad  odor,  he  takes  it  for  granted  that 
the  disease  is  not  malignant.  As  we  all  know,  however,  there  is  no 
dependence  to  be  placed  on  that  symptom.  I  have  never  been  able  to 
satisfy  myself  that  there  was  any  peculiar  odor  indicative  of  cancer. 
It  is  simply  an  odor  of  rotten  tissue,  nothing  more. 

A  word  as  to  the  microscope :  I  heartily  approve  of  what  Dr.  Car- 
stens has  said.  Four  years  ago  I  made  a  vaginal  hysterectomy  on  a 
woman,  who  gave  a  history  of  what  seemed  to  me  to  be  cancer  of 
about  eight  months'  standing.  There  was  a  cauliflower  mass  in  the 
vagina  as  large  as  my  fist.  I  curetted  this  thoroughly  and  cauterized 
the  surface  before  making  the  hysterectomy.  I  sent  half  of  the  uterus 
to  the  late  Dr.  Reeves,  of  Chattanooga,  a  well-known  expert  with  the 
microscope.  I  sent  him  the  half  which  seemed  to  be  the  more  deeply 
involved.  He  wrote  me  that  I  had  made  a  mistake  in  diagnosis ;  that 
there  was  no  cancer  about  it,  and  that  the  woman  had  a  narrow  escape 
for  her  life.  I  wrote  him  that  I  did  not  see  how  I  could  possibly  be 
mistaken,  as  the  clinical  history  and  the  macroscopic  appearance  of 
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the  mass  showed  distinctly  cancer  before  I  curetted  it  away.  As  time 
passed  on  I  began  to  fear  that  Dr.  Reeves  was  right.  The  woman  had 
no  recurrence  of  the  disease  for  nearly  three  years.  At  the  present 
time  she  is  nearly  dead  from  its  recurrence,  perhaps  has  already  suc- 
cumbed. Here  was  an  excellent  opportunity  for  the  microscopist. 
He  was  not  furnished  with  scrapings  from  the  cervix,  or  a  V-shaped 
section  from  the  cervix,  but  with  half  of  an  entire  uterus,  and  yet  he 
failed  to  make  a  diagnosis.  I  am  very  glad  to  have  my  diagnosis 
confirmed  by  our  college  microscopist  at  all  times ;  but  when  he  sees 
proper  to  differ  from  me  and  the  clinical  evidence  is  in  my  favor,  I  go 
ahead  regardless  of  his  diagnosis,  and  I  have  never  had  cause  to 
regret  it. 

Dr.  Caleb  R.  Reed,  of  Middleport,  Ohio  (by  invitation). — After 
some  forty-seven  years'  experience  I  have  had  years  ago,  and  also  more 
recently,  cases  come  under  my  observation  in  which  I  was  in  doubt  as 
to  the  true  diagnosis.  I  recall  to  mind  some  two  or  three  cases  that 
were  treated  by  other  physicians  in  whom  I  had  much  confidence  as  to 
their  ability  to  diagnosticate  cases  of  cancer,  and  I  was  of  the  opinion 
that  probably  they  had  been  mistaken.  I  came  to  this  conclusion 
either  with  or  without  the  aid  of  the  microscope.  I  deem  it  prudent 
to  treat  these  cases  a  little  while,  which  I  am  sure  will  greatly  aid  us 
in  making  a  correct  diagnosis,  before  resorting  to  surgical  interfer- 
ence. I  have  been  of  the  opinion  that,  if  a  case  in  which  the  symp- 
toms strongly  indicated  malignant  disease  could  not  be  benefited 
by  a  course  of  efficient  local  treatment,  it  confirmed  the  diagnosis  of 
cancer  or  malignant  disease.  If  the  disease  is  not  malignant,  and  the 
patient  is  otherwise  in  a  fair  degree  of  general  health,  the  woman 
ought  to  get  well  and  ought  very  rapidly  begin  to  improve  under 
medicinal  treatment.  But  if  with  a  fair  degree  of  general  health,  and 
without  any  improvement  from  efficient  local  treatment,  the  case  does 
not  yieid,  then  we  may  reasonably  conclude  that  the  disease  is  malig- 
nant in  character.  I  have  had  some  cases  come  under  my  observation 
that  I  have  cured  by  efficient  local  treatment,  burning  the  lower  seg- 
ment of  the  uterus  with  pure  chromic  acid,  and  I  have  seen  the  local 
disease  entirely  disappear.  This  convinced  me  that  the  disease  was 
not  malignant,  although  it  had  almost  all  the  evidences  of  malignancy. 
But  there  are  other  symptoms  that  the  observant  physician  and  one 
with  long  experience  will  take  cognizance  of,  and  he  will  almost  cer- 
tainly diagnosticate  a  case  of  malignant  disease  by  looking  into  the 
face  of  the  woman.  If  cancerous  disease  has  advanced  to  any  great 
extent,  there  is  an  appearance  in  the  features  of  the  woman  which 
indicates  malignancy. 
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I  regret  very  much  that  I  only  heard  the  concluding  part  of  Dr. 
Rosenwasser's  paper,  and  I  am  making  these  statements  largely  on  the 
strength  of  what  I  have  heard  from  gentlemen  who  have  been  discuss- 
ing the  subject  of  malignant  disease  of  the  uterus.  I  want  to  impress 
upon  the  minds  of  those  who  are  listening  that  my  observation  has 
been  that  it  is  wise  to  subject  these  suspicious  cases  to  efficient  local 
treatment  for  a  certain  length  of  time,  reserving  a  positive  diagnosis 
for  a  later  period,  because  we  are  very  apt  to  be  mistaken.  It  is 
humiliating  to  a  physician  to  make  a  positive  diagnosis  and  then  find 
that  he  has  made  a  mistake.  It  does  not  do  the  patient  any  good ;  it 
does  not  do  him  any  good  ;  it  does  not  do  the  profession  any  good  with 
the  general  public.  When  called  to  see  these  cases  it  is  better  to  with- 
hold a  positive  diagnosis  and  to  tell  the  patient  that  you  will  be  able 
to  give  her  an  accurate  diagnosis  later.  By  so  doing  you  will  be  better 
satisfied,  and  the  patient  and  her  friends  will  have  more  confidence 
in  you. 

Dr.  H.  W.  Longyear,  of  Detroit. — We  should  not  lose  sight  of 
the  instructive  point  in  this  paper,  the  principal  object  of  which  is  to 
direct  our  attention  to  the  differential  diagnosis  and  the  proper  treat- 
ment of  these  suspected  cases.  The  paper  is  of  signal  value.  If  we 
go  on  operating  upon  cases  that  are  simply  suspicious,  without  making 
an  exact  diagnosis  as  to  cancer,  I  fear  we  will  be  operating  upon  a 
great  many  cases  of  simple  endometritis,  and  I  know,  as  a  matter  of 
fact,  that  this  is  being  done  to  a  large  extent ;  that  uteri  are  being 
removed  which  are  healthy,  simply  on  account  of  a  little  inflammation 
of  the  lining  of  the  organ  and  enlargement  of  its  natural  tissue.  The 
paper  is  extremely  valuable,  in  that  it  directs  our  attention  to  the 
differential  diagnosis,  and  I  am  glad  the  author  has  read  it. 

Dr.  Albert  Goldspohn,  of  Chicago.— It  seems  to  me  the  micro- 
scope fares  rather  poorly  in  this  discussion,  and  I  wish  to  say  a  word 
or  two  in  its  favor.  It  is  certainly  a  much  more  efficient  aid  to  diag- 
nosis than  any  kind  of  temporizing  local  treatment  that  we  may  resort 
to,  whether  it  be  efficient  or  non-efficient.  This  subject  was  recently 
discussed  by  a  prominent  German  medical  society,  and  was  likewise 
written  about  by  a  German  author,  who  makes  the  significant  declara- 
tion that  we  have  no  time  for  delay  in  these  cases.  If  a  radical  oper- 
ation is  undertaken,  it  should  aim  at  a  radical  cure.  This  means  not 
merely  the  removal  of  the  uterus  itself,  but  of  things  higher  up  in  the 
body  that  we  can  get  at  now,  but  not  in  a  month  from  now.  Early 
operation  will  cure  many  of  these  cases.  Clinical  and  macroscopic 
evidence  is  our  most  important  guide.  But  there  are  many  early  cases 
where  this  leaves  us  undecided,  and  in  many  of  such  cases  the  micro- 
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scope  gives  sufficiently  early  and  positive  evidence,  so  that  we  can  go 
ahead  and  save  a  life. 

Dr.  Joseph  H.  Branham,  of  Baltimore. — I  did  not  intend  to  say 
anything  on  this  subject,  but  it  is  so  important  that  it  ought  to  be 
freely  discussed  by  this  Association.  I  think  in  the  treatment  of  local 
cancer  we  are  making  advances  that  are  going  to  be  very  important. 
You  will  doubtless  remember  that  a  year  or  so  ago  there  appeared  an 
excellent  article  by  a  German  authority  (Winter)  on  this  subject,  in 
which  he  claims  that  within  a  short  time  75  per  cent,  of  all  cases  of 
cancer  would  be  curable.  I  think  he  is  on  the  right  track.  I  believe 
his  statement  is  not  an  exaggeration.  But  if  we  discuss  the  subject  in 
such  an  indefinite,  haphazard  manner  as  many  of  the  Fellows  have 
this  morning,  we  will  recede  from  that  position.  In  the  first  place, 
malignant  tumors  of  the  uterus  can  be  diagnosticated  with  absolute 
accuracy  by  the  clinical  evidence  and  the  microscope.  If  the  micro- 
scopist  is  furnished  with  tissue  at  the  border-line  between  adenoma  and 
normal  subjacent  tissue,  he  is  perfectly  competent  to  tell  positively 
whether  it  is  cancer  or  not.  Of  course,  there  are  cases  in  which  ade- 
noma is  present,  but  infiltration  has  not  taken  place,  and  then  it  is 
doubtful.  Will  the  adenoma  begin  to  infiltrate  and  become  a  dis- 
tinctly malignant  growth,  or  will  it  not?  You  cannot  tell  that.  If 
the  disease  recurs  repeatedly  the  uterus  should  be  removed.  We  have 
certain  indications  of  the  nature  of  the  disease  in  these  cases.  If  we 
do  not  temporize,  but  make  a  thorough  and  careful  examination, 
remove  a  certain  part  of  the  growth,  have  it  examined,  and  if  malig- 
nant make  a  radical  operation  at  once,  in  a  few  years  we  will  cure  75 
per  cent,  of  all  of  these  cases  instead  of  12  or  20  per  cent.,  as  is  the 
case  now.  The  clinical  picture  of  cancerous  growth  is  typical.  There 
is  an  infection  of  some  kind  or  a  change  in  the  tissue,  beginning  locally 
and  invading  the  tissue  of  the  organ.  In  a  large  proportion  of  cases 
the  uterine  tissue  becomes  infiltrated,  the  glands  become  involved,  and 
finally  transmission  of  the  infection  through  the  blood  takes  place. 
All  this  shows  that  the  disease  begins  locally,  and  then  invades  the 
body  generally.  If  we  can  operate  on  these  cases  early,  I  feel  confi- 
dent we  will  cure  nearly  all  of  them  after  a  while. 

Our  methods  of  diagnosis  by  the  microscope  are  improving  rapidly. 
It  is  only  a  few  years  since  men  have  become  skilful  with  the  micro- 
scope, and  microscopy  has  now  been  brought  to  such  a  state  of  perfec- 
tion that  microscopists  can  make  accurate  diagnoses  if  surgeons  will 
furnish  them  with  the  right  tissue. 

Recently  I  had  a  case  similar  to  those  reported.  Scrapings  were 
given  to  the  microscopist,  who  subsequently  reported  that  the  tissue  I 
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gave  him  was  adenoma ;  but  there  was  no  point  in  that  tissue  which 
showed  infiltration,  and  therefore  no  malignancy.  He  could  not  say 
that  it  was  malignant,  but  the  disease  recurred  rapidly,  and  I  removed 
the  uterus.  At  the  operation  there  was  only  slight  infiltration  in  the 
lining  membrane.  It  was  very  distinct,  and  there  is  no  question  but 
that  it  was  the  beginning  of  malignant  adenoma.  Other  forms  of 
cancer  are  more  easily  diagnosticated  with  the  aid  of  a  microscope 
than  ordinary  adenoma  of  the  body  of  the  uterus,  which  becomes 
malignant  in  many  cases. 

Dr.  James  F.  W.  Ross,  of  Toronto. — I  would  like  to  ask  Dr.  Bran- 
ham  one  question.  Did  you  ever  see  a  true  adenoma  of  the  body  of 
the  uterus  in  which  you  did  not  consider  it  advisable  to  remove  the 
whole  organ  ?  From  my  own  experience,  the  cases  of  true  adenoma  of 
the  body  of  the  uterus  I  have  seen  have  been  malignant  and  have 
required  removal  of  the  entire  organ,  just  as  does  the  breast  when  the 
disease  involves  that  part  of  the  body. 

Dr.  Branham. — The  disease  differs  at  times.  In  some  cases  we 
may  only  have  an  ordinary  papilloma  of  the  uterus  with  a  distinct 
glandular  appearance.  In  cases  of  true  adenoma  of  the  body  of  the 
uterus  I  would  certainly  remove  the  entire  organ.  The  border-line 
cases  are  very  hard  to  differentiate  in  many  instances. 

Dr.  Charles  G.  Cumston,  of  Boston. — As  a  pathologist  I  have 
had  a  number  of  specimens  presented  to  me  from  time  to  time  from 
different  sources,  and  I  must  say  that,  of  all  the  specimens,  scrapings 
from  the  uterus  in  cases  of  suspected  carcinoma  have  been  the  most 
unsatisfactory.  Of  one  hundred  specimens  given  to  a  pathologist, 
he  could  come  to  a  definite  conclusion  in  about  sixty ;  in  the  other 
forty  it  would  remain  very  uncertain. 

Dr.  Branham. — If  the  pathologist  got  tissue  taken  from  the  point 
where  the  tumor  impinges  on  the  pelvic  tissue,  I  believe  he  would  be 
able  to  make  a  diagnosis  in  60  per  cent,  of  the  cases. 

Dr.  Rosen wasser  (closing  the  discussion). — I  am  afraid  the  scope 
of  my  paper  has  been  misunderstood.  It  excluded  entirely  a  discus- 
sion of  the  early  diagnosis  of  cancer.  It  was  limited  to  cases  of 
apparently  advanced  cancer,  which,  on  thorough  examination,  proved 
to  be  no  cancer  at  all.  Any  one  would  presume  from  the  pathogno- 
monic symptoms  in  these  cases  that  they  were  really  cancer,  and  would 
overlook  the  necessity  of  a  microscopic,  or  a  further  physical,  examina- 
tion. I  call  attention  to  these  exceptional  cases  which  simulate  cancer, 
and  which  ought  to  be  excluded  before  we  give  an  opinion  or  decide 
upon  the  treatment.  A  decision  can  be  arrived  at  usually  inside  of 
forty-eight  hours.    The  woman  whose  case  is  my  text  came  to  me 


176 


ADVANCED    UTERINE  CANCER. 


after  an  Eastern  specialist  had  pronounced  her  incurable,  and  had  sent 
her  home  to  die.  Dr.  Longyear's  discussion  indicates  the  object  of  this 
paper,  namely,  to  emphasize  the  importance  of  the  differential  diag- 
nosis between  cases  of  apparently  advanced  cancer  and  other  condi- 
tions. 

We  all  agree  that  the  more  thorough  the  diagnostician  the  better  for 
the  patient  in  the  end.  He  should  use  all  the  physical  means  at  his 
disposal — the  finger  after  dilatation,  the  scrapings  from  the  diseased 
mass,  and  the  microscope.  He  should  advocate  all  these  measures  in 
order  to  make  sure  whether  he  is  dealing  with  cancer  or  not.  If  the 
disease  is  not  cancer,  mild  local  treatment  will  be  sufficient  to  effect  a 
cure.  An  unnecessary  hysterectomy  will  be  avoided  and  a  gloomy 
prognosis  will  remain  unspoken. 


CYSTS  OF  THE  URACHUS. 


By  EICHARD  DOUGLAS,  M.D., 

NASHVILLE. 


Simultaneously  with  the  development  of  the  amnion  is  the 
appearance  of  the  allantois.  This  structure  takes  its  origin  at  the 
lower  wall  of  the  cloaca,  is  at  first  solid,  later  becomes  spherical 
and  hollow.  As  it  advances  forward  toward  the  periphery  of  the 
ovum  it  becomes  wider  and  longer,  reaching  that  part  of  the  endo- 
metrium where  it  takes  part  in  the  formation  of  the  vascular  layer 
of  the  chorion,  conducting  the  two  arterise  umbilicales,  establish- 
ing the  fetal  and  maternal  circulation. 

That  portion  of  the  allantoic  vesicle  remaining  within  the  body 
cavity  is  generally  spoken  of  as  the  urachus,  a  portion  of  which  is 
destined  to  form  the  urethra  and  bladder,  which  are  the  "  perma- 
nent functional  parts."  The  remainder  forms  generally  an  im- 
pervious cord  stretching  from  the  summit  of  the  bladder  to  the 
umbilicus;  this  is  the  urachus  proper.  Luschka  declares  that  in 
the  majority  of  males  the  urachus  is  found  to  be  partially  open 
and  liued  with  mucous  membrane;  and  it  is  remarkable  that  it  is 
covered  with  flattened  epithelium,  when  we  remember  that  primi- 
tively it  coalesced  with  the  intestinal  canal,  which  has  cylindrical 
epithelium.  Luschka  (quoted  by  Schulleubach)  describes  the 
minute  anatomy  of  the  urachus  as  follows :  (a)  A  structureless 
basement  membrane.  This  is  a  very  delicate,  transparent,  struc- 
tureless membrane  not  acted  on  by  acetic  acid.  It  can  be  sepa- 
rated into  smaller  fragments  which  have  a  tendency  to  arrange 
themselves  into  folds,  (b)  A  fibrous  layer.  This  is  attached  to 
the  outer  side  of  the  basement  membrane  and  distinctly  separated 
from  the  neighboring  cellular  tissue.  It  is  interspersed  with 
various  long  nuclei,  having  a  dark  contour,  irregularly  scattered 
through   the  fibrillary   interstitial  substance.     (c)  Epithelium. 
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The  epithelial  layer  is  found  on  the  inner  side  of  the  basement 
membrane,  and  consists  of  a  variety  of  cells  such  as  are  found  in 
the  bladder,  ureter,  calices  and  pelvis  of  the  kidney.  They  are 
either  ovoid  or  polygonal  nucleated  lamellae,  and  are  of  variable 
form  and  size. 

Many  interruptions  are  liable  to  befall  this  organ  during  its 
evolution  and  decline,  and  to  a  brief  study  of  its  pathology  we 
address  ourselves. 

Vesico  -umbilical  Fistula.  The  name  of  Cabrol  is  insepa- 
rable from  the  history  of  urinary  umbilical  fistula.  In  1530  he 
had  occasion  to  study  a  case  of  the  disease  in  a  young  girl,  made 
a  complete  diagnosis  of  the  affection,  established  its  pathology, 
and  suggested  a  treatment.  Since  then  researches  have  multi- 
plied ;  Petit,  Dupuytren,  Roux,  Velpeau,  Nelaton,  and  others 
have  added  to  the  literature  of  the  subject. 

As  we  have  seen,  the  urachus  is  found  to  be  more  or  less  per- 
vious should  the  canal  remain  patulous  throughout  its  extent  from 
bladder  to  umbilicus,  and  if  urine  escapes  from  the  navel  opening 
we  have  a  true  congenital  vesico-umbilical  fistula.  Many  in- 
stances of  this  abnormality  have  been  observed  in  children.  Mr. 
Jordan  Lloyd,  as  quoted  by  Byron  Robinson,  has  in  several  cases 
passed  a  sound  from  the  umbilicus  to  the  bladder.  Urachal 
fistulse  are  really,  then,  not  so  very  uncommon  in  infancy  and 
childhood.  They  frequently  close  spontaneously.  It  is  remark- 
able, in  a  careful  study  of  the  history  of  the  pathology  of  the 
urachus,  how  many  have  had  fistula  in  childhood  to  reopen  again 
in  after-life.  Vander  Veer's  case,  recorded  in  volume  lxi.  of  the 
Medical  and  Surgical  Reporter,  so  behaved.  It  is  more  unusual 
to  find  this  condition  existing  in  adult  life.  A  striking  case  is 
recorded  by  Freer,  of  Washington,  in  a  married  lady  forty  years 
of  age.  An  injection  of  starch  solution  through  the  umbilicus  ap- 
peared in  the  urine,  as  proved  by  the  iodine  test  to  the  evacuated 
fluid.  Heinrich  Schullenbach  gives  the  history  of  a  case  operated 
upon  by  Trendelenburg,  as  follows  :  "  Male,  aged  sixty-six  years. 
Tumor  as  large  as  the  head,  directly  over  the  symphysis  pubis, 
extending  to  the  umbilicus,  not  movable.  A  sound  could  be 
passed  through  the  opening  at  navel,  from  which  there  exuded 
constantly  a  turbid  fluid,  and  the  urine  could  be  withdrawn  through 
this  fistula  by  means  of  a  catheter.    On  opening  the  abdomen  the 
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cyst  was  evacuated  of  one  litre  of  urine  and  pus,  and  the  cyst- 
wall  extirpated."  Hoffman  records  two  cases  of  congenital 
patent  urachus.  One,  male,  aged  twenty-eight  years.  When 
three  years  old  the  fistula  at  umbilicus  was  closed  by  caustics. 
When  twenty-seven  years  of  age  cancer  developed  at  the  site  of  the 
urachus,  which  perforated  into  the  abdominal  cavity  and  caused 
fatal  peritonitis.  Further  reference  to  the  congenital  form  of  this 
condition  is  hardly  necessary. 

Though  scarcely  germane  to  the  purpose  of  my  paper,  yet  I 
would  remark  that  vesico-umbilical  fistula  may  be  acquired  through 
pathological  causes,  as  illustrated  by  the  rather  unusual  case  of 
Holscher :  "  The  case  is  somewhat  remarkable  in  that  it  is  one  of 
the  sequelae  of  gonorrhea.  The  man,  aged  twenty-five  years,  had 
a  stricture  of  the  urethra  following  the  disease,  and  the  atresia  of 
the  canal  was  so  great  that  it  was  with  difficulty  that  a  filiform 
sound  could  be  passed.  He  suffered  for  years  from  this.  The 
habitual  retention  of  urine  in  the  bladder  from  incomplete  evacu- 
ation caused  a  mechanical  dilatation  of  the  urachus,  setting  up  an 
ulcerative  process  and  causing  perforation  of  the  umbilical  region, 
through  which  the  urine  found  exit.  It  was  easy  to  completely 
evacuate  the  bladder  through  this  opening  by  simply  compressing 
that  viscus  above  the  symphysis  pubis.  It  was  at  first  thought 
that  the  swelling  at  the  umbilicus  was  due  to  a  simple  inflammatory 
condition.  But  the  chemical  examination  of  the  fluid,  proving  it 
to  be  urine,  cleared  up  any  doubt  as  to  the  true  condition  of  things." 
Freer  instances  a  case  in  a  boy,  aged  one  year,  due  to  phimosis; 
and  with  him  I  would  emphasize  the  importance  of  examining 
carefully  for  any  obstruction  to  the  passage  of  the  urine  from  the 
bladder  before  attempting  to  close  the  fistula.  In  the  patient  of 
Dr.  Jane  W.  Carroll,  operated  upon  by  Dr.  Roswell  Park,  the 
pelvic  deformity  and  displaced  uterus  no  doubt  accounted  for  the 
bladder  trouble  and  the  consecutive  urachal  cyst. 

Either  extremity  or  any  part  of  the  tube  may  remain  open,  con- 
stituting a  variety  of  abnormalities  presenting  interesting  patho- 
logical phenomena.  Abdominal  surgeons  have  frequently  encoun- 
tered small  sacculated  dilatations  of  the  tube.  Ill  describes  it  as 
"  presenting  the  appearance  as  if  it  were  knotted  or  had  excres- 
cences." It  has  been  better  likened  to  a  string  of  small  sausages. 
These  small  cystic  expansions  of  the  urachus,  if  they  escape  injury 
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or  infection  through  the  umbilicus  or  bladder,  may  exist  through- 
out life  unobserved.  Should  there  be  ever  so  small  communication 
with  the  bladder,  inflammation  or  interference  of  function  of  that 
organ  may  force  the  urine  into  the  urachus  and  rapidly  develop  a 
urachal  cyst.  A  case  in  point  is  here  given  by  W.  Roser,  of  Mar- 
burg: "  The  case  which  I  present  is  one  of  cyst  of  the  urachus 
which  communicates  with  the  bladder  by  a  small  opening.  The 
woman  cannot  void  urine,  as  the  bladder  contracts  upon  its  contents 
and  forces  the  fluid  into  the  cyst  itself  through  the  sphincter.  The 
urine  accumulates  until  three  or  four  litres  have  formed,  when,  by 
pressure  upon  the  abdominal  wall,  urination  through  the  neck  of 
the  bladder  becomes  possible.  But  only  a  small  quantity  is  passed 
in  this  manner,  and  in  order  to  empty  the  bladder  and  cyst  it  is 
necessary  to  use  the  catheter.  When  pressure  is  made  upon  the 
outer  abdominal  wall  during  catheterization,  complete  evacuation 
of  three  to  four  litres  is  effected,  and  the  woman  is  obliged  to  re- 
sort to  this  measure  several  times  daily  for  this  purpose.  In  1871, 
when  three  months  pregnant,  she  was  taken  with  acute  swelling  of 
the  lower  abdomen,  which  pushed  the  bladder  downward.  By  punc- 
ture through  the  linea  alba  a  large  bucketful  of  fluid  was  removed. 
During  the  after-treatment  the  diagnosis  of  a  cyst  communicaling 
with  the  bladder  was  made,  but  it  must  have  closed  up  again.  Her 
pregnancy  terminated  normally  at  term,  and  nothing  was  heard  of 
her  until  1875.  She  was  again  pregnant,  the  cyst  rilled  up  again, 
and  communication  with  the  bladder  was  established.  She  aborted 
this  time,  and  for  a  long  while  after  the  urine  was  atnmoniacal, 
probably  resulting  from  a  mixture  of  pus  contained  in  the  cystic 
fluid.  The  most  prominent  portion  of  the  cyst  was  below  the 
umbilicus,  and  was  readily  recognized  by  palpation  and  percussion. 
Abdominal  section  and  incision  of  cyst  caused  the  evacuation  of 
two  night-vesselfuls  of  foul,  ammoniacal,  purulent  fluid.  The 
wall  of  the  cyst  was  quite  thin.  The  cyst  was  not  extirpated, 
but  an  attempt  was  made  to  keep  the  communication  between  the 
cyst  and  bladder  closed  by  keeping  the  wound  open  by  drainage- 
tube." 

A  cystic  expansion  of  the  vesical  end  of  the  urachus  commu- 
nicating with  the  bladder  is  not  a  true  cyst,  but,  as  designated 
by  Schullenbach,  a  cystic  ectasis.  An  excellent  illustration  of 
this  variety  may  be  found  accompanying  the  article  of  J.  B. 
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Wulz.1  Byron  Robinson  also  gives  a  very  good  cut  of  this  variety 
of  urachal  cysts  removed  post  mortem  from  a  boy  ten  years  old. 

The  patency  of  the  vesical  end  of  the  urachus  is  very  truly  an 
abnormality,  an  arrest  in  the  general  obliterative  process  by  which 
many  functionless  tubes  become  cords  and  ligaments,  and  it  will 
perhaps  escape  observation  unless  some  condition  arises  preventing 
the  free  flow  of  urine  from  the  bladder;  then  it  is  that  a  series  of 
phenomena  appear  to  engage  the  attention  of  the  surgeon.  The 
clinical  picture  of  these  cases  may  be  briefly  stated  as  follows : 
Usually  there  exists  in  an  acute  or  chronic  form  some  pronounced 
disease  of  urethra  or  bladder  in  which  has  occurred  retention  of 
urine  or  great  vesical  tenesmus.  Suddenly  there  develops  a  tumor 
just  above  the  pubes,  at  first  of  small  size,  distinctly  circumscribed, 
quite  hard,  too  tense  to  be  fluctuant,  and  sometimes  very  tender. 
There  is  marked  diminution  in  the  amount  of  urine,  and  usually 
great  dysuria.  The  only  case  in  which  I  can  find  this  symptom — 
dysuria — absent  was  one  carefully  recorded  by  Freer.  Constitu- 
tional symptoms,  nausea,  vomiting,  and  great  depression  are  noted. 
Pain  all  over  the  lower  abdomen  is  a  constant  symptom.  Gradu- 
ally the  tumor  enlarges,  becomes  softer,  more  elastic  and  fluctuant. 
The  local  signs  and  general  symptoms  depend  entirely  upon  the 
character  of  urine  that  is  forced  backward  into  the  urachus.  If  it 
is  septic,  soon  we  have  a  purulent  inflammation  of  the  walls  of  the 
urachus,  and  the  hypogastric  tumor  may  closely  resemble  an  acute 
abscess.  There  is,  however,  a  frequent  and  more  fortunate  termi- 
nation for  these  cases  having  vesical  connection.  By  catheteriza- 
tion or  otherwise  the  distended  bladder  is  relieved,  the  urachus  is 
drained  into  the  bladder,  the  tumor  suddenly  disappears,  and  all 
pain  and  symptoms  quickly  subside.  A  striking  clinical  demon- 
stration of  the  correctness  of  these  signs  and  symptoms  may  be 
noted  in  the  very  instructive  case  of  Boser  above  referred  to,  in 
which  pregnancy  acted  as  the  exciting  cause.  Dr.  F.  Bramam, 
Berlin,  closes  the  report  of  another  case  with  these  instructive  re- 
marks :  "  The  etiology  of  this  trouble  is  the  chronic  cystitis  from 
which  the  child  suffered,  causing  difficult  evacuation  of  urine  from 
the  bladder.  The  repeated  stasis  of  the  urine  resulted  in  the  hyper- 
trophy of  the  bladder,  and  the  convulsive  closure  of  the  urethra 
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which  occurred  from  time  to  time  during  the  four  years  of  her 
ailment  caused  the  urine  to  be  forced  into  the  urachus,  which  it 
dilated  and  eventually  perforated." 

A  true  allantoic  or  urachal  cyst  sufficieutly  large  to  be  of  impor- 
tance usually  arises  from  the  dilatation  of  the  greater  part  of  the 
urachus.  Vesical  and  umbilical  ends  being  occluded,  such  cysts 
very  properly  belong  to  the  genus  designated  by  Bland  Sutton  as 
tubulo-cysts,  a  select  little  family  of  only  seven. 

Judging  from  text-book  literature  on  the  subject,  one  would  con- 
sider cyst  of  the  urachus  to  be  a  rare  affection,  and  the  casual  reader 
would  be  inclined  to  think  that  to  Mr.  Tait  alone  had  been  vouch- 
safed the  privilege  of  observing  this  phenomenon.  While  neither 
of  these  propositions  is  entirely  true,  it  certainly  appears  upon 
evidence  that  Mr.  Tait  alone  enjoys  the  distinction  of  being  able  to 
diagnosticate  this  condition.  Luschka  thus  wrote  in  1860  :  "  I  have 
no  doubt  of  the  occurrence  of  large  cysts  requiring  surgical  inter- 
ference, and  that  these  cystic  swellings  found  in  the  abdominal  wall 
have  their  origin  in  the  development  of  the  urachus."  The  report 
of  Hoffman's  four  cases  iu  1870  established  the  fact  that  cyst  of  the 
urachus  was  a  definite  pathological  condition,  amenable  to  surgical 
relief.  Then  followed  the  inaugural  address  of  C.  Christian  Wolff 
in  1873,  with  a  full  account  of  a  carefully  noted  case  upon  which 
he  operated,  with  suggestions  as  to  diagnosis.  In  these  articles  we 
have  about  all  the  information  obtainable  until  the  article  of  Mr. 
Tait  iu  1883,  then  his  series  of  twelve  cases  reported  to  the  British 
Gynecological  Association  in  1886.  He  has  since  met  with  several 
others,  four  of  which  are  recounted  by  Robinson.  Yet  I  am 
pleased  to  remark  that  the  studies  of  three  Americans — F.  Byron 
Robinson,  James  A.  Freer,  and  our  distinguished  Fellow,  Edward 
J.  Ill — have  throughly  systematized  the  subject,  elucidated  its  pa- 
thology, simplified  the  diagnosis,  and  suggested  rational  treatment, 
leaving  but  small  excuse  for  the  following  report. 

Through  the  courtesy  of  my  colleague,  J.  A.  Witherspoon,  this 
case  was  referred  to  me  : 

Mrs.  C,  aged  thirty-six  years,  married  eleven  years,  sterile. 
Family  history  good ;  has  always  enjoyed  good  health  ;  never 
robust  or  very  strong.  Menstruation  scanty,  painful,  but  regular  ; 
suffered  with  constipation  ;  kidneys  acted  freely  and  normally  until 
recently.    About  eighteen  months  ago  she  observed  a  swelling  in 


CYSTS  OF   THE  URACHUS. 


183 


the  lower  portion  of  the  abdomen,  rather  prominent  on  the  right 
side.  The  enlargement  was  soft  and  painless.  It  grew  slowly  and 
did  not  materially  show  until  the  last  four  months,  within  which 
time  its  growth  has  been  rapid,  chiefly  to  the  right  side.  She  has 
suffered  from  backache,  some  loss  of  flesh,  slight  cough,  and  decided 
digestive  disorder.  There  has  been  but  little  pain  or  tenderness 
from  the  tumor  ;  no  history  indicating  local  peritoneal  inflamma- 
tion. The  bladder  has  been  somewhat  disturbed,  its  action  fre- 
quent, but  urine  normal.  She  now  particularly  complains  of 
vomitiug  after  eating,  and  a  sense  of  weight  and  heaviness  in  the 
epigastric  region.  Of  late  she  has  grown  nervous  and  suffers 
from  insomnia. 

Physical  Examination.  The  abdomen  presents  a  very  peculiar 
appearance.  It  is  asymmetrically  distended  to  about  the  size  of 
seven  months'  pregnancy,  greatest  enlargement  on  the  right  side ; 
veins  are  not  enlarged,  skin  white  and  anemic-looking.  By  pal- 
pation the  irregular  swelling  is  outlined.  The  tumor  seems  to  lie 
in  the  lower  zone  and  the  right  half  of  the  abdomen.  It  is  soft, 
elastic,  fluctuant,  and  compressible.  It  is  not  movable ;  there  are 
no  irregularities  or  bosses  upon  the  tumor  ;  its  surface  is  smooth, 
palpation  is  painless,  abdominal  walls  do  not  appear  to  glide  freely 
over  the  surface  of  the  tumor.  There  is  dulness  upon  percussion 
over  the  entire  tumor,  yet  that  dulness,  as  was  repeatedly  remarked 
upou  during  examination,  was  not  the  characteristic  flatness  noted 
in  ovarian  cystoma.  The  dulness  was  absolute  low  down,  but  in 
the  region  of  the  umbilicus  and  beyond,  the  note  became  more  reso- 
nant. Auscultation  negative.  Vaginal  examination  showed  the 
uterus  small,  retroflexed,  and  rather  low  in  the  pelvis;  vaginal 
vault  encroached  upon  by  an  elastic,  fluctuant  swelling.  The 
weight  of  the  evidence  was  in  favor  of  the  diagnosis  of  ovarian 
cystoma.  The  following  peculiarities,  however,  were  remarked 
upon  and  were  of  such  importance  in  our  judgment  as  to  render 
questionable  the  nature  of  the  case.  The  appearance  of  the  abdo- 
men was  not  such  as  is  usually  noted  in  ovarian  cystoma.  While, 
of  course,  we  appreciate  that  the  shape  of  the  abdomen  varies 
greatly,  yet  in  a  cyst  so  distinctly  unilocular  as  this  appeared  to 
be,  and  lying  so  superficially,  one  would  expect  to  find  the  abdo- 
men rising  abruptly  from  the  symphysis — that  is,  the  tumor  form- 
ing a  distinct  angle  with  the  abdominal  plane.    In  this  case  the 


184 


RICHARD  DOUGLAS, 


abdomen  looked  more  like  one  distended  by  ascitic  fluid,  rather 
flat  upon  the  upper  surface  and  widely  bulging  upon  the  right 
flank.  The  next  peculiar  physical  sign  was  the  character  of  per- 
cussion duluess. 

Operation.  After  the  usual  preparation  the  patient  was  sub- 
mitted to  an  operation  Juue  20th.  An  incision  was  made  in  the 
middle  line,  and  in  going  through  the  linea  alba  and  transversal  is 
fascia  I  came  upon  the  red,  congested  cyst  wall,  which  I  at  first 
thought  was  the  peritoneum  inflamed.  I  now  aspirated  the  cyst 
and  drew  off  twenty-five  pints  of  clear  fluid.  An  examination 
of  the  collapsed  sac  soon  convinced  me  that  I  was  not  in  the  peri- 
toneal cavity  and  that  I  was  dealing  with  a  cyst  of  the  urachus.  Its 
attachment  was  not  very  intimate  and  its  enucleation  was  readily 
accomplished.  Only  slight  hemorrhage  attended  its  separation. 
As  I  removed  the  sac  I  recognized  that  I  was  working  entirely  out- 
side of  the  peritoneum.  The  viscera  could  be  felt  through  the 
peritoneum.  The  sac  dipped  down  into  the  true  pelvis  in  front 
of  the  uterus,  depressing  and  retroflexing  it.  There  was  no  ap- 
parent attachment  of  the  sac  of  a  ligamentous  character  to  the 
bladder.  Indeed,  the  cyst  lay  between  the  peritoneum  and  the 
transversalis  fascia,  with  no  special  attachment  beyond  a  universal 
adhesion  to  all  surrounding  parts.  The  area  of  the  peritoneum 
separated  from  the  parietes  extended  from  about  three  inches  above 
the  umbilicus  to  the  symphysis,  and  from  two  inches  to  the  left  of 
the  linea  alba  and  throughout  the  lumbar  and  iliac  regions  of  the 
right  side.  As  there  was  no  bleeding  of  consequence,  we  now  pre- 
pared to  close  the  abdominal  wound.  It  was  observed  that  the 
peritoneum  sank  away  from  the  parietes,  but  thinking  that  when 
the  abdominal  wound  was  closed  the  force  of  intra-abdominal  pres- 
sure would  bring  it  in  apposition  with  the  wall,  no  effort  was  made 
to  stitch  it  there.  The  abdominal  wound  was  closed  in  the  ordi- 
nary way.  A  good  compress  was  applied  over  the  abdomen  and 
a  snugly-fitting  bandage  adjusted. 

The  patient  sustained  but  little  shock  from  the  operation  and 
was  placed  in  bed  in  remarkably  good  condition.  The  fluid  re- 
moved measured  twenty-five  pints,  was  of  a  pale-green  color,  and 
a  few  flocculi  were  observed  in  it.  I  regret  to  say  that  it  was 
carelessly  thrown  away  without  being  submitted  to  chemical  and 
microscopical  test.    The  sac  was  thin,  fibrous  material  showing 
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no  evidence  of  muscular  structure,  and  almost  transparent;  it  was 
removed  without  tearing. 

The  patient  was  operated  upon  ou  June  20th  at  11  o'clock. 
Twenty-four  hours  after  the  operation,  pulse  136,  respiration  30, 
temperature  99|° ;  nauseated  ;  had  vomited  slightly ;  there  was 
some  epigastric  distention;  patient  had  slept  but  little;  bowels 
had  not  moved,  although  active  efforts  were  made  in  that  direc- 
tion ;  the  kidneys  acted  sufficiently,  having  voided  since  the  opera- 
tion thirty-six  ounces  of  urine.  Patient  now  became  very  dull, 
inclined  to  sleep  ;  was  roused  only  when  vomiting  ;  the  vomiting 
was  of  the  regurgitant  character,  without  apparent  effort ;  the 
matter  ejected  had  that  ugly  green  color  that  we  so  much  dislike 
to  see.  Her  condition  grew  rapidly  worse,  pulse  became  more 
frequent,  the  temperature  reached  102°.  She  died  at  10  A.M., 
forty-six  hours  after  operation. 

Autopsy.  The  entire  detached  peritoneum  on  the  right  side  was 
gangrenous.  There  was  no  hemorrhage  and  but  very  little  effu- 
sion between  the  peritoneum  and  wall.  There  was  a  little  brown, 
serous  effusion  in  the  peritoneal  cavity,  no  pus  or  lymph.  Death 
was  due  undoubtedly  to  sapremia.  The  detached  peritoneum  was 
not  forced  against  the  abdominal  wall,  as  I  had  supposed  it  would 
be,  but  hung  loosely,  leaving  quite  a  space  between.  This  peri- 
toneum was  deprived  of  its  nutrition,  and  simply  died  from 
starvation. 

Diagnosis.  In  the  last  series  of  Mr.  Tait's  cases  reported  a 
diagnosis  was  made  before  operation  in  three  out  of  four  cases.  It 
does  appear  that  Mr.  Greig  Smith  is  hardly  justified  iu  saying 
that  "  most  cases  come  upon  the  surgeon  as  a  surprise." 

Sex  is  an  element  for  our  consideration.  Of  thirty-seven  cases, 
collected  from  various  sources,  in  which  there  was  a  distinct  ab- 
dominal tumor,  twenty-nine  were  females,  only  eight  males.  On 
the  other  hand,  vesico-umbilical  fistulse  are  far  more  frequent  in 
males. 

Age.  These  cysts  may  be  met  with  at  any  age,  but  are  far 
more  common  in  middle  life.  The  extremes  are  five  and  sixty- 
six.  In  twenty-five  cases  in  which  the  age  is  given  there  were 
only  five  cases  under  seventeen  years,  one  female  and  four  males. 
It  therefore  appears  that  it  is  somewhat  more  common  in  boys 
than  in  girls. 
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The  history  of  these  cases  is  that  of  acute  illness  with  rather 
sudden  development  of  abdominal  tumors.  This  statement  is  at 
variance  with  that  of  Dr.  Ill  and  others,  yet  a  careful  study  of 
reported  cases  justifies  it.  The  symptoms  are  rather  constant. 
The  patient  feels  ill,  loses  flesh,  and  in  many  cases  looks  distinctly 
tuberculous.  Pain  is  a  conspicuous  feature  ;  it  is  sometimes  in- 
tense and  paroxysmal,  but  usually  described  as  dull  and  heavy, 
due  to  tension  and  pressure  in  the  pelvis  and  lower  abdomen. 
Xausea  and  vomiting  are  frequently  observed ;  extreme  prostra- 
tion, faintness,  sickening  sensations  are  nervous  symptoms  of  note. 
There  is  usually  constipation,  painful  and  frequent  urination. 
The  urine  is  scanty  and  high-colored,  not  infrequently  containing 
mucus  and  pus. 

The  physical  examination  reveals  an  abdominal  swelling  lying 
chiefly  below  the  umbilicus.  If  small  and  not  inflamed,  with  re- 
laxed abdominal  walls,  it  is  easy  to  demonstrate  its  mural  character. 

If  the  tumor  is  of  large  size  the  appearance  of  the  abdomen  is 
peculiar.  The  distention  is  chiefly  below  the  umbilicus,  frequently 
asymmetrical.  It  is  quite  flat  upon  the  upper  surface,  bulging 
laterally.  It  is  immovable;  parietes  inseparably  connected  with 
cyst.  It  is  uniformly  soft  and  fluctuant.  The  percussion  test, 
our  chief  reliance  in  reaching  a  diagnosis,  is  peculiar  and  charac- 
teristic in  well-marked  cases,  and,  as  this  physical  sign  has  been  so 
well  described  by  Mr.  Tait,  I  quote  his  words  :  "  The  pelvic  dul- 
ness  is  absolute,  whilst  the  dulness  which  is  obtained  above  the 
umbilicus  is  not  so,  although  it  is  perfectly  certain  that  the  wave 
of  fluctuation  passes  through  one  volume  of  fluid  not  intercepted 
by  any  cyst-wall."  He  explains  the  sign  by  a  peculiar  reflection 
of  the  peritoneum.  The  intestines  which  normally  occupy  the 
pelvis  are  forced  upward  and  uuderlie  only  the  upper  part  of  the 
cyst.  To  briefly  describe  the  percussion  sound,  I  would  say  it 
•was  fading  dulness  from  below  to  the  upper  limit  of  the  tumor. 

Bimanual  examination  usually  shows  a  retrodisplaced  uterus, 
very  low  in  the  pelvis,  entirely  separate  from  the  tumor.  If  the 
tumor  occupies  the  pelvis  the  entire  vaginal  vault  will  be  eucroached 
upon  by  a  soft,  elastic  mass.  Marked  displacement  and  distortion 
of  the  bladder  may  be  discovered  with  catheter  and  cystoscope. 

If  one  is  disposed  to  use  the  aspirator  the  detection  of  mucus  in 
this  fluid  would  exclude  hydatids  as  well  as  encysted  peritonitis, 
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for  it  is  impossible  for  a  mucous  fluid  to  be  secreted  by  a  serous 
membrane.  Polygonal  epithelium  discovered  in  the  fluid  with- 
drawn establishes  beyond  question  the  diagnosis.  It  may  be  well 
to  remark  here  that  the  contents  of  urachal  cysts  are  sometimes 
surprising.  The  bright  yellow  color  of  the  fluid  puzzled  Mr. 
Bantock.  Bramam,  of  Berlin,  encountered  four  large  gallstones, 
Rokitansky  found  thirty-one. 

All  cases  of  urachal  cyst  do  not  present  the  pronounced  clinical 
features  above  given.  Many  behave  very  innocently,  occasioning 
only  moderate  distress  until  they  attain  quite  a  growth.  Such 
was  the  history  of  my  case. 

Differential  Diagnosis.  The  most  pardonable  error  in  diagnosis 
is  to  mistake  a  urachal  cyst  for  a  parovarian  cyst.  The  condition  has 
been  often  diagnosticated  as  peritonitis,  gastritis,  hydronephrosis, 
and  the  true  condition  disclosed  only  at  operation.  I  cannot  re- 
frain from  calling  your  attention  to  the  great  parallelism  existing 
between  the  symptoms  of  this  condition  and  ectopic  gestatiou.  The 
great  prostration,  the  rapid  pulse,  the  recurring  syncope,  the 
nausea,  the  paroxysmal  pelvic  pain,  menstrual  disorder,  and  ves- 
ical irritation  are  symptoms  common  to  both.  The  passage  of 
decidua  and  thorough  bimanual  examination  will  alone  make  the 
differentiation  in  some  cases.  Boser  speaks  of  a  case  of  cyst  of  the 
omphalo-raesenteric  duct  which  he  had  mistaken  for  cyst  of  the 
urachus  ;  Fischer,  of  Breslau,  reports  a  similar  operation. 

Treatment.  Incision  into  the  cyst,  thorough  evacuation  of  its 
contents,  irrigation  of  the  cyst  cavity,  mopping  out  with  a  solution 
of  iodine,  and  circular  drainage  through  Douglas's  cul-de-sac  in 
females,  and  tubular  drainage  in  males,  now  appears  to  be  the 
chosen  method  of  treatment  by  Mr.  Tait  ;  and  since  he  declares, 
and  no  doubt  correctly,  that  there  are  many  of  these  cysts  which 
dip  down  into  the  pelvis  that  cannot  be  removed,  we  are  forced  to 
adopt  as  a  dernier  ressort  something  like  the  above  plan  of  treat- 
ment. The  more  radical  operation  of  enucleation  of  the  sac,  when 
it  is  possible,  has  a  finish,  a  completeness  about  it  attractive  to  the 
surgeon.  The  only  objection  I  can  see  to  it  was  sorely  impressed 
upon  me  by  the  fatal  result  of  my  case — it  is  the  separation  from 
the  parietes  and  devitalization  of  the  peritoneum.  If  we  remove 
these  cysts  what  is  to  be  d  >ne  with  the  detached  peritoneum  ?  Mr. 
Tait  himself  suggests  the  probable  propriety  of  stitching  the  peri- 
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toneurn  back  to  the  parietes.  I  seriously  considered  this  in  ray 
operation,  but  concluded  it  would  accomplish  but  little. 

Were  I  to  encounter  this  condition  again  I  should  adopt  one  of 
two  methods;  first,  excise  the  detached  peritoneum,  spread  the 
omentum  over  the  fresh  surface  and  attach  it,  thus  lessening  very 
greatly  the  danger  of  intestinal  adhesion  and  subsequent  obstruc- 
tion ;  or,  second,  affix  the  omentum  to  the  detached  peritoneum 
and  stitch  them  both  to  the  parietes,  thus  relying  upon  the  omen- 
tum to  assist  in  maintaining  the  vitality  of  the  peritoneum. 
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DISCUSSION. 

Dr.  Albert  Vander  Veer,  of  Albany. — Mr.  President :  Simply 
because  I  presented  my  case  first,  of  cyst  of  the  abdominal  wall,  I  feel 
that  I  should  open  the  discussion  on  this  admirable  and  xery  valuable 
contribution  to  our  Transactions.    But  I  must  bow,  however,  in  all  re- 
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spects  to  Dr.  Ill,  who  has  covered  this  subject  more  thoroughly  and 
completely  in  an  elaborate  paper  previously  read  before  this  Associa- 
tion. I  can  only  say  that  the  paper  of  Dr.  Douglas  attracts  my  atten- 
tion in  several  ways,  particularly  the  points  in  regard  to  the  pathology. 
I  am  convinced,  from  a  study  of  the  three  cases  I  have  had  since  I  re- 
ported my  first  case,  that  we  have  an  arrest  of  development  on  the  part 
of  the  fetal  cells  similar  in  its  relation  to  branchial  cysts.  I  believe 
there  is  a  relation  between  the  two. 

In  regard  to  the  time  of  life  when  these  cysts  appear,  I  have  met 
with  one  case  in  a  young  lady,  and  in  this  case  the  symptoms  that  at- 
tracted my  attention  were  those  referred  to  by  the  essayist — namely, 
a  nervous  train  of  symptoms,  disagreeable  sensation  in  the  umbilicus 
and  lower  segment  of  the  abdomen.  Another  symptom  which  pre- 
sented itself  in  two  of  my  cases,  in  neither  one  of  which  was  the  cyst 
large,  was  the  offensive,  disagreeable  discharge.  These  two  ladies  were 
debarred  from  going  into  society,  fearing  that  the  odor  might  attract 
attention.    They  were  operated  upon  and  recovered. 

I  am  comforted  by  the  report  of  one  case  he  refers  to,  mine  being 
one  in  which  I  opened  up  a  large  cyst  and  removed  six  good-sized 
gallstones.  I  was  somewhat  confused  at  the  time,  still  I  am  inclined 
to  think  my  original  diagnosis  was  correct. 

In  another  case,  such  as  the  last  one  reported  by  Dr.  Douglas,  I  passed 
through  a  somewhat  similar  experience,  and,  although  my  patient  re- 
covered, yet  at  the  end  of  the  third  week  she  had  a  high  temperature, 
and  I  was  on  the  lookout  for  an  abscess  about  the  cavity  left  by  the 
removal  of  the  cyst.  I  made  a  complete  enucleation,  and  I  am  of  the 
impression  that  if  I  had  another  case  like  it  I  would  try  and  make  use 
of  the  combined  method  of  bringing  down  the  omentum  and  stitching 
it  to  the  peritoneum,  letting  it  rest  there  as  a  thin  veil.  In  my  case 
there  was  a  space  as  large  as  my  two  hands,  with  little  nourishment  left. 
I  think  ray  patient  escaped  a  fatal  termination  by  the  fortunate  occur- 
rence of  adhesions  ;  but  the  peritoneum  ought  to  be  taken  care  of.  It 
should  either  be  removed  or  nourished  by  means  of  the  omentum,  and 
attach  it  to  the  surface  of  the  abdominal  wall. 

The  paper  presented  is  one  that  we  should  carefully  read  when  it  is 
published  in  the  Transactions,  and  from  which  we  can  gather  a  great 
deal  of  information. 

Dr.  Edward  J.  Ill,  of  Newark,  N.  J.— The  paper  of  Dr.  Douglas 
has  so  thoroughly  covered  the  subject  of  cyst  of  the  urachus  that  there 
is  not  very  much  to  say.  We  have  certainly  learned  one  thing  from 
his  experience — that  large  cysts  of  this  kind  should  not  be  enucleated. 
Within  a  comparatively  short  time  I  have  removed  a  cyst  of  the 
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urachus,  as  large  as  my  two  fists,  in  the  manner  spoken  of  by  the  es. 
sayist,  without  any  difficulty.  At  the  time  I  thought  of  such  an  ac- 
cident as  he  speaks  of,  and  hereafter,  should  I  meet  with  so  large  a 
cyst  as  did  Dr.  Douglas,  I  should  not  think  of  enucleating  it,  but  simply 
open  it  widely  and  drain  it  with  gauze.  In  this  way  I  should  hope 
for  union  of  the  opposing  surfaces. 

There  is  a  point  about  the  technique  in  the  treatment  of  these  cysts, 
when  they  are  connected  with  the  bladder,  which  I  think  might  be 
interesting  to  speak  of.  The  case  I  have  just  referred  to  had  this 
peculiarity.  It  occurred  in  a  woman  who  had  some  prolapse  of  the 
anterior  vaginal  wall,  and  when  she  attempted  to  pass  her  urine  she 
passed  some  of  it  into  the  cyst  and  some  escaped  through  the  urethra. 
This  did  not  have  the  effect  of  producing  any  inflammatory  trouble 
about  the  cyst,  but  it  was  an  annoyance  to  her,  because  she  had  to  pass 
her  water  in  instalments.  The  operation  consisted  of  removal  of  the 
cyst  and  the  ligation  of  a  portion  of  the  duct  which  entered  the  blad- 
der. As  I  was  closing  the  wound  I  said  to  myself,  this  is  a  dangerous 
procedure ;  it  is  not  likely  that  my  ligature  will  destroy  the  epithe- 
lium, but  that  it  will  open  in  a  short  time  and  I  will  get  some  infil- 
tration of  urine.  So  I  removed  this  ligature,  cut  the  duct  very  short, 
turned  the  edges  in,  and  closed  it  over  as  we  would  do  with  the  Lem- 
bert  suture. 

Another  point  is  this :  that  we  must  not  attempt  to  remove  an  in- 
flamed cyst.  The  adhesions  between  the  inflamed  tissue  and  the  peri- 
toneum are  so  intimate  that  separation  is  impossible,  and  when  the 
cyst  is  inflamed  the  material  is  highly  septic,  and  we  will  endanger 
the  life  of  the  patient  by  such  manipulation.  In  those  cases  a  large, 
wide  incision  from  the  umbilicus  down  to  the  bladder  seems  to  be  the 
proper  method  to  adopt. 

The  President. — I  think  Dr.  Reed,  of  Cincinnati,  has  had  con- 
siderable experience  with  these  cysts.  I  am  sure  the  Association 
would  like  to  hear  what  he  has  to  say. 

Dr.  Charles  A.  L.  Reed,  of  Cincinnati. — I  have  had  consider- 
able experience  with  cysts  of  the  urachus,  and,  so  far  as  my  experi- 
ence goes,  these  are  practically  all  of  the  cysts  we  encounter  in  the 
abdominal  wall.  There  may  be  cysts  of  a  sebaceous  character  having, 
of  course,  a  cutaneous  origin,  but  the  large  ones  are  essentially  cysts 
of  the  urachus,  so  far  as  my  limited  observation  goes,  and  I  believe  I 
am  sustained  in  this  position  by  the  general  literature  of  the  subject. 
I  have  encountered  a  few  of  these  dilatations  of  the  fetal  remnant, 
and  I  have  had  some  difficulty  in  dealing  with  them.  The  greatest 
difficulty  arises  from  the  fact  that  the  cyst  lies  immediately  upon  and 
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is  essentially  involved  in  the  parietal  peritoneum.  When,  as  has  been 
stated  by  Dr.  Ill,  the  cyst  is  in  a  state  of  inflammation,  we  ought  cer- 
tainly to  proceed  with  extreme  caution,  and  yet  I  have  been  unable 
in  two  cases  to  separate  even  a  non-inflammatory  cyst  from  the  peri- 
toneum. In  my  effort  to  treat  the  first  of  these  cases  I  tried  to  enu- 
cleate the  cyst,  and  found  that  I  was  removing  part  of  the  peritoneum. 
The  area  involved  was,  perhaps,  three  inches  across.  I  found  the 
peritoneum  was  coming  with  the  cyst.  I  had  no  hesitancy  in  remov- 
ing that  area  of  peritoneum.  To  secure  peritoneal  approximation  I 
simply  separated  the  peritoneum  for  a  distance  of  two  inches  back  of 
the  margin  of  the  incision,  which  enabled  it  to  glide  over  the  abdom- 
inal wall  and  to  permit  of  ready  approximation,  and  I  had  no  difficulty 
whatever.  If,  however,  I  did  not  have  recourse  to  this  expedient,  that 
of  separation  of  the  remaining  peritoneum  from  the  abdominal  wall, 
so  that  it  would  glide  readily,  it  would  have  been  impossible  to  make 
approximation.  The  endothelial  side  should  be  the  focal  point  of 
attention.  To  treat  these  cases  successfully  I  have  thought  it  expe- 
dient to  invaginate  the  margins,  interproximate  the  endothelial  sur- 
faces, turn  them  in,  and  with  a  line  of  sutures  like  the  Czerny-Lem- 
bert,  simply  close  the  upper  margin.  Putting  in  two  rows  of  these  you 
are  reasonably  sure  against  the  escape  of  urine,  and  further  to  guard 
against  this  accident  I  put  in  permanent  catgut,  and  thus  had  cystic 
drainage  from  the  start.  I  have  had  no  accident  occurring  in  the  few 
cases  I  have  encountered.  Strange  to  say,  these  cases  came  in  a  bunch. 
I  have  not  seen  one  for  some  time,  and  yet  I  had  the  worst  of  them 
in  rather  short  order. 

Dr.  Lewis  S.  McMurtry,  of  Louisville. — I  think  the  scholarly 
paper  that  has  been  presented  this  morning  will  for  all  time  mark  one 
of  the  most  important  contributions  to  this  subject,  and  it  is  a  source 
of  congratulation  to  this  Association  to  have  in  its  Transactions  such 
contributions  as  have  been  made  by  Drs.  Ill,  Vander  Veer,  and 
Douglas  upon  this  subject.  I  know  of  no  contributions  to  the  litera- 
ture of  the  subject  that  are  at  all  comparable  to  them.  The  very  able 
and  complete  paper  of  Dr.  Douglas  will  remain  a  classic  in  this  inter- 
esting chapter  of  abdominal  surgery. 

There  are  two  points  that  I  would  refer  to.  In  the  first  place,  the 
essayist  alluded  to  those  cases  that  are  recognized  as  congenital  condi- 
tions, but  may  assume  the  form  of  acquired  conditions,  and  he  men- 
tioned the  influence  of  pregnancy  in  developing  a  condition  which 
really  is  congenital,  but  which  seems  to  be  acquired.  I  have  seen 
cases  of  the  kind  which  were  very  puzzling,  where,  with  advancing 
pregnancy  and  carrying  up  of  the  bladder,  symptoms  were  presented 
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which  were  due  entirely  to  a  patulous  condition  of  the  urachus,  but 
which  under  the  changes  produced  by  the  termination  of  pregnancy 
would  disappear  and  no  trouble  occur  afterward.  These  cases  are  puz- 
zling on  account  of  the  difficulty  in  knowing  what  we  are  dealing  with. 

The  second  point  suggested  by  the  paper  of  Dr.  Douglas  is  the 
technique  of  the  operation,  and  I  wish  to  make  only  one  suggestion 
for  consideration.  I  have  no  criticisms  to  offer  upon  the  operation 
itself,  because  I  think  Dr.  Douglas  did  in  his  case  what  any  capable 
operator  would  do  under  the  same  circumstances — that  is,  to  enu- 
cleate a  cyst  that  seems  to  have  no  pedicle  or  connections.  It  seems 
natural  to  deal  with  it  in  the  manner  he  did.  The  temptation  is  irre- 
sistible to  close  up  the  wound  when  there  appears  no  reason  to  do 
otherwise.  It  is  only  by  increased  experience  in  such  cases  that  we 
are  led  to  recognize  the  danger  of  enucleating  these  cysts,  and  we  are 
indebted  to  him  for  giving  us  the  benefit  of  an  experience  which  we 
are  very  often  denied  by  the  indisposition  of  operators  to  report  their 
fatal  cases. 

Dr.  Willis  G.  Macdonald,  of  Albany. — I  hardly  feel  that  we 
should  allow  this  discussion  to  close  without  saying  something  more 
upon  the  very  important  point  touched  upon  by  Dr.  McMurtry  in  rela- 
tion to  the  management  of  large  areas  of  peritoneum  which  have  been 
stripped  up.  We  want  to  think  for  a  moment  before  we  advise  its  ex- 
tirpation, it  seems  to  me.  If  we  go  back  and  consult  our  experiences 
with  the  peritoneum,  taking,  for  example,  the  general  surgeons,  the 
ligation  of  the  common  iliac  artery,  taking,  if  you  please,  the  retro- 
peritoneal extirpation  of  the  kidney  and  ureter,  where  we  may  have 
an  incision  from  sixteen  to  nineteen  iuches  long,  and  where  frequently 
we  strip  up  from  its  attachments  the  peritoneum,  and  have  practically 
the  great  vessels  of  the  back  nearly  around  to  the  median  line  in  front, 
we  have  an  immense  cavity  there.  This  operation  has  been  repeatedly 
done  by  surgeons,  and  no  serious  effects  have  been  experienced  from 
it.  When  we  come  to  look  again  into  the  blood-supply  of  the  perito- 
neum, as  we  see  it  in  operations,  separated  from  the  diseased  tissues, 
we  know  that  it  is  not  associated  with  much  bleeding  from  any  of  the 
larger  vessels.  The  peritoneum  is  nourished  in  a  large  measure  by 
inhibition,  and,  it  seems  to  me,  from  the  little  experience  I  have  had 
in  stripping  up  large  surfaces  and  freely  moviug  the  peritoneum  from 
the  pelvis,  covering  it  in  over  the  stumps  of  broad  ligaments  and 
stump  of  the  uterus,  we  do  transplant  and  move  around  the  perito- 
neum to  a  very  great  degree. 

It  strikes  me,  in  the  case  reported  by  Dr.  Douglas,  that  here  was  a 
cyst  containing  a  little  more  than  three  gallons  of  fluid,  and,  in  enu 
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clearing  a  cvst  the  character  of  whose  contents  was  infectious,  infection 
may  have  taken  place  from  absorption  by  this  large  surface  of  cel- 
lular tissue  that  was  stripped  up.  Infection  here  would  behave  in  the 
same  way  as  infection  from  opening  up  the  cellular  tissue  between  the 
broad  ligaments  in  the  pelvis.  This  is  one  of  the  dangers  of  enucle- 
ation. The  danger  does  not  lie  so  much  in  stripping  the  peritoneum 
as  in  the  opening  of  great  surfaces  of  cellular  tissue,  which  permits  of 
absorption  of  infectious  material,  and  eventually  leads  to  sepsis.  This 
is  unavoidable  very  frequently,  particularly  when  we  have  to  deal 
with  the  sac  and  contents  such  as  the  essayist  had  in  his  own  case. 

The  only  other  point  I  want  to  speak  of  is  with  reference  to  the 
presence  of  gall-stones  in  cysts  of  the  urachus.  I  cannot  account  an- 
atomically in  any  way  for  their  presence  there,  but  I  do  believe  (and 
I  think  I  have  had  experience  in  that  direction)  that  the  gall-bladder 
sometimes,  after  a  suppurative  process  within  itself  fastens  itself  to 
the  anterior  wall,  and  one  of  the  favorite  seats  of  gall-bladder  abscess 
is  at  the  urachus,  and  gall-stones  come  out  in  that  way.  These  are 
cases  of  gall-stones  rather  than  cysts  of  the  urachus. 

Dr.  E.  W.  Cushing,  of  Boston. — I  would  like  to  inquire  on  general 
principles  why  the  rule  should  not  be  not  to  try  to  extirpate  the  cyst, 
after  a  diagnosis  has  been  made  of  cyst  of  the  urachus,  but  simply  to 
open  it?  We  know  what  we  can  do  in  removing  cysts  of  the  Fallopian 
tubes  containing  pus,  etc.  Furthermore,  we  know  that  these  patients 
do  not  die,  because  the  contents  of  the  cysts  are  not  septic.  The  pus  is 
no  longer  virulent,  or  the  patients  are  immune  to  its  effects.  I  think 
it  is  a  good  general  rule,  if  we  can  cure  the  patient  without  opening 
the  peritoneal  cavity,  to  simply  make  an  incision  and  let  the  cyst  con- 
tract, and  then,  if  necessary,  to  remove  the  urachus  to  prevent  fistula  ; 
it  would  be  safer  not  to  do  any  operation  that  may  involve  the  open- 
ing of  the  peritoneal  cavity,  where  we  get  such  material  as  stale  urine 
to  soil  the  wound  and  perhaps  set  up  sepsis.  If  the  case  reported  had 
been  a  clean  one  there  would  not  necessarily  have  been  sloughing. 
The  history,  the  high  pulse  and  temperature  coming  on  within  twenty- 
four  hours,  would  imply  that  the  case  was  one  of  sepsis,  and  that  slough- 
ing of  the  peritoneum  occurred  because  the  woman  was  septic. 

Dr.  Douglas  (closing  the  discussion). — I  am  very  much  obliged  for 
the  kind  reception  of  my  paper.  Concerning  the  appearance  of  gall- 
stones in  the  urachus  cysts,  it  seems  to  be  a  very  unusual  circumstance. 
In  my  paper  I  alluded  to  the  fact  that  these  cysts  were  sometimes  mis- 
taken for  cysts  of  the  omphalo-mesenteric  duct.  If  this  is  true,  then 
we  can  account  for  the  probable  working  backward  of  the  gallstones 
through  the  duct.  At  any  rate,  this  is  the  explanation  that  is  given 
Obst  Soc  13 
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for  their  appearance  there,  and,  as  Dr.  Macdonald  has  said,  when  the 
gall-bladder  is  distended  we  expect  it  to  attach  itself  near  the  umbili- 
cus, especially  in  women,  and  in  that  event,  the  cyst  being  opened 
up,  its  cavity  will  be  directed  upward  and  not  downward  toward  the 
symphysis,  a  point  of  value  in  determining  what  we  are  dealing  with. 

Dr  Vander  Veer  alluded  to  one  symptom  which  I  have  found  to  be 
present  throughout  almost  every  case  I  have  examined.  It  was  con- 
spicuous in  his  case.  The  young  lady  could  not  ride  a  horse  on  ac- 
count of  a  recurring  fainting  sensation. 

Dr.  Ill  uses  a  very  appropriate,  although  somewhat  commercial, 
terra  to  describe  the  character  or  manner  of  evacuation  of  the  bladder 
by  instalments.  This  certainly  would  be  a  very  characteristic  symp- 
tom of  urachal  cysts  having  vesical  connection,  and  could  only  be 
mistaken  for  hydronephrosis  that  occurs  in  the  course  of  distended 
kidney  due  to  distortion  or  displacement. 

Dr.  McMurtry,  in  his  inimitable  and  very  eloquent  way,  described 
the  sentiments  that  impelled  me  to  remove  the  cyst.  There  it  lay, 
easily  detached,  just  at  the  point  of  my  finger,  and  I  could  not  resist 
the  temptation  to  remove  it.  I  knew  the  danger.  I  do  not  believe  I 
could  resist  the  temptation  again.  The  sac  was  easily  detached.  Had 
it  been  one  of  those  thick,  inflamed  sacs  that  Mr.  Tait  speaks  of ;  had  it 
dipped  down  in  the  pelvis  and  separated  the  peritoneum  from  the  vessel, 
I  should  not  have  attempted  it,  but  should  have  incised  and  drained  it. 

Dr.  Reed's  plan,  which  was  so  successful,  to  detach  the  peritoneum} 
to  close  over  the  raw  surface,  is  adding  a  little  more  risk  to  the  case, 
and  if  we  have  a  large  area  I  would  not  think  of  doing  so. 

The  pathology  of  these  tumors  is  very  different.  If  we  have  a  ves- 
ical connection,  either  by  a  cord  or  the  patent  end  of  the  urachus,  then 
we  have  to  deal  with  that  connection.  It  is  a  part  of  the  technique 
that  has  been  brought  out  by  Dr.  Ill,  and  it  must  be  treated  as  any 
other  hollow  viscus,  inverted,  and  closed  with  sutures. 

As  to  the  danger  of  sepsis,  I  try  to  be  aseptic  at  all  times.  I  did 
not  contaminate  the  denuded  surface  with  the  escaping  fluid ;  not  one 
drop  of  it  got  between  the  cyst-wall  and  parietes,  and  I  tried  to  be  as 
clean  as  possible.  If  sepsis  caused  gangrene  and  not  starvation,  then 
it  would  be  all  right  to  have  left  this  big  flap  of  peritoneum.  On 
that  point  one  surgeon  in  removing  a  large  sarcoma  on  the  abdominal 
wall  took  away  an  immense  area  of  the  abdominal  parietes,  and  then 
looking  at  the  peritoneum  feared  to  leave  it,  and  took  out  a  large 
area  and  left  the  surface  raw.    The  patient  got  well. 
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Professor  Brown-Sequard  believed  and  taught  as  a  principle 
of  physiology  that  every  gland,  whether  or  not  provided  with 
excretive  ducts,  gives  to  the  blood  a  certain  useful  principle,  the 
absence  of  which  is  felt  and  made  apparent  after  its  extirpation 
or  the  destruction  or  modification  of  its  functional  activity  by 
disease. 

The  importance  of  this  theory,  if  it  be  based  upon  a  fact,  can- 
not be  overestimated ;  and  if  its  truth  be  proven  and  generally 
accepted,  will  certainly  have  a  modifying  influence  upon  the  fre- 
quency with  which  the  ovaries  have  been,  and  in  some  localities 
are,  extirpated. 

The  recent  publication  of  researches  made  by  Mond  and  Chro- 
bak,  of  Vienna ;  Jayle  and  Lissac,  of  Paris;  Mainzer,  of  Berlin, 
and  Muret,  of  Lausanne,  has  given  definite  form  to  certain  ideas 
that  I  conceived  upon  this  subject,  born  of  a  series  of  observations 
taken  in  my  hospital  service  at  Paris,  of  a  variety  of  troubles  and 
functional  disturbances  which  more  or  less  constantly  follow  as  a 
result  of  double  oophorectomy. 

These  various  troubles  and  functional  derangements,  which  are 
constant  though  variable  in  degree,  in  women  who  have  had  the 
menopause  anticipated  by  castration,  form  to  my  mind  one  of  the 
strongest  arguments  in  support  of  the  glandular  theory. 

From  observations  made  upon  100  cases  operated  upon  in  Broca 
and  St.  Louis  Hospitals,  at  Paris,  I  found  that  where  the  woman 
had  prematurely  lost  both  ovaries,  78  per  cent,  subsequently 
suffered  a  notable  loss  of  memory  ;  60  per  cent,  were  troubled  with 
flashes  of  heat  and  vertigo  ;  50  per  cent,  confessed  to  a  change  in 
their  character,  having  become  more  irritable,  less  patient,  and 
some  of  them  so  changed  as  to  give  way  to  violent  and  irresponsi- 
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ble  fits  of  temper;  42  per  cent,  suffered  more  or  less  from  mental 
depression,  and  10  per  cent,  were  so  depressed  as  to  verge  upon 
melancholia.  In  75  per  cent,  there  was  a  diminution  in  sexual 
desire,  and  some  of  these  claimed  they  experienced  no  sexual 
pleasure ;  13  per  cent,  were  not  relieved  of  the  pain  from  which 
they  suffered;  35  per  cent,  increased  in  weight,  and  some  became 
abnormally  fat.  Some  complained  of  a  diminution  in  the  power 
of  vision  ;  12  per  cent,  noted  a  change  in  the  tone  of  their  voice 
to  a  heavier,  more  masculine  quality.  Some  15  per  cent,  suffered 
from  irregular  attacks  of  minor  skin  affections  ;  25  per  cent,  had 
severe  headaches,  as  a  rule  increased  in  intensity  at  the  catamenial 
period.  Equally  as  many  complained  of  nightmare,  more  or  less 
constant,  while  about  5  per  cent,  suffered  from  insomnia.  In  a 
few  cases  there  existed  a  sexual  hyper-excitability  not  present 
prior  to  the  castration.  I  particularly  noted  a  few  cases  present- 
ing chiefly  gastric  reflexes,  where,  without  any  premonitory  symp- 
toms or  apparent  cause,  the  stomach  would  reject  food,  or  refuse 
to  prepare  it  for  intestinal  digestion,  and  the  consequent  distress 
following  the  fermentation  compelled  the  patient  to  seek  relief. 

It  should  be  noted  that,  usually,  these  troubles  were  more 
marked  in  women  under  thirty  or  thirty-three  years  of  age. 

The  modification  in  the  memory  in  the  foregoing  was  in  many 
cases  very  remarkable.  As  a  rule,  the  patient  could  recall  inci- 
dents and  details  of  their  experience  which  occurred  at  times  pre- 
vious to  the  date  of  their  operation,  but  at  the  time  of  interroga- 
tion they  complained  of  inability  to  recall  matters  of  importance 
of  recent  occurrence,  and  in  starting  to  do  a  certain  thing  would 
forget  their  intention  before  arriving  to  its  accomplishment,  or 
would  forget  in  the  midst  of  a  narrative  the  point  they  com- 
menced to  relate,  etc.  In  the  observations  of  Dr.  Jayle,1  he  has 
found  this  loss  existing  in  two  cases  in  which  ten  years  have  ex- 
pired since  their  operation. 

I  think  the  weight  of  opinion  now  supports  the  view  that  a 
simple  hysterectomy  which  leaves  the  ovary  in  place  is  followed 
by  much  less  functional  disturbance  than  the  removal  of  the  ovaries 
and  the  leaving  of  the  uterus. 

The  thesis  of  M.  Claret,  Paris,  1896,  and  a  memoir  published 

1  Revue  de  Gynecologie,  Paris,  Mai,  Juin,  1897. 
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by  M.  Glaveck,1  1889,  give  some  conclusive  data  to  the  effect  that, 
following  a  simple  hysterectomy  not  comprising  the  ovaries,  these 
organs  do  not  rapidly  atrophy,  as  has  been  generally  thought;  and 
it  is  reasonable  to  suppose  that  the  happy  modification  of  reflex 
disturbance,  where  the  ovaries  are  left  after  hysterectomy,  is  due 
to  the  continuance  of  their  functional  activity  and  the  resultant  ac- 
tion upon  the  general  system  of  the  normal  effect  of  their  secretion. 

T  have  been  favorably  disposed  to  the  hypothesis  advanced  by 
Browu-Sequard  for  some  time,  and  the  results  of  experiments 
made  with  ovarian  substance,  or  powdered  ovary,  in  patients  who 
have  lost  both  ovaries,  or  were  suffering  from  troubles  which  in  a 
greater  or  less  measure  were  due  to  a  diseased  condition  of  the 
ovary  (dysmenorrhea,  amenorrhea,  anemia,  neuralgia,  etc),  seem 
to  support  this  theory. 

The  fact  that  in  many  notable  instances  following  double 
oophorectomy  the  subject  has  been  restored  to  the  very  best  con- 
dition of  health  by  the  operation  does  not  militate  against  the 
truth  of  the  theory  of  the  secretive  function  of  these  organs,  but 
to  my  mind  is  rather  in  its  favor. 

After  years  of  slow  degenerescence,  or  of  rapid  disease,  which 
may  so  change  the  character  of  the  secreted  elements  as  to  be 
harmful  in  their  influence  upon  the  general  system,  it  would  seem 
possible  and  even  probable  that  the  effect  of  their  ablation  would 
be  permanently  beneficial.  For,  as  the  first  effort  of  nature  is  to 
resist  and  repair,  it  is  but  natural  that  she  should  welcome  the  loss 
of  an  organ  which,  by  the  perversion  of  its  natural  function,  de- 
stroys instead  of  preserves. 

Being  persuaded  that  the  ovary  is  as  much  a  secretory  gland  as 
is  the  thyroid,  I  believe  that  the  troubles  observed  following  their 
ablation  are  due  to  the  consequent  loss  of  their  secretion  to  the 
economy,  and  I  have  been  led  to  this  opinion  by  the  following  ac- 
cumulated evidence  : 

1.  Statistics  show  functional  troubles  to  be  more  constant  and 
intense  in  women  who  have  lost  both  ovaries  by  operative  inter- 
ference. 

2.  That  there  is  little  if  any  modification  of  these  disturbances 
where  the  uterus  is  left  and  both  ovaries  are  removed. 


1  Arch.  f.  Gynak.,  Bd.  xxxv.  p.  1. 
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3.  That  these  troubles  are  notably  less  where  the  uterus  is  re- 
moved and  the  ovaries  are  left  in  situ. 

4.  By  the  favorable  results  of  the  experiments  of  Jayle,  Mainzer, 
Mond,  Chiobak,  Muret,  as  well  as  my  own,  in  the  administration 
of  ovarian  substance  or  powdered  ovary  to  patients  who  suffered 
from  various  forms  of  disturbance  more  or  less  intense  following 
double  oophorectomy,  and  equally  those  suffering  from  functional 
difficulties  due  to  ovarian  disease. 

The  first  three  of  these  facts  have  been  before  me  for  some  years, 
but  the  fourth — the  therapeutic  effect  of  the  ovary  given  in  dif- 
ferent forms — is  new.  I  have  administered  it  only  in  three  cases, 
and  I  consider  the  data  of  only  one  of  these  worthy  of  your  serious 
attention  ;  but  this  one  goes  far  to  substantiate  the  more  extended 
aud  valuable  reports  published  by  the  distinguished  men  already 
mentioned,  and  makes  me  hopeful  that  this  treatment  may  prove 
valuable  in  some  cases  where  it  has  seemed  impossible  to  obtain 
any  amelioration. 

In  the  observations  of  the  authorities  mentioned  use  was  made 
of  (1)  the  ovary  in  its  natural  state ;  (2)  the  desiccated  and  pow- 
dered organ  ;  (3)  glycerin  extract  of  the  ovary ;  (4)  liquid  extract 
of  the  ovary  prepared  after  the  method  of  Brown-Sequard  and 
preserved  iu  sealed  tubes. 

The  first  form  presents  two  objections :  difficulty  of  obtaining 
the  fresh  organ,  and  greater  difficulty  in  getting  the  patient  to 
take  it. 

The  second  form,  of  powder,  has  been  the  one  most  favored  by 
all,  and  has  giveu  as  good  results  as  the  administration  of  the 
hashed  fresh  ovary,  or  of  the  glycerin  extract,  or  the  hypodermic 
injection  of  liquid  extract  prepared  after  the  method  of  Brown- 
Sequard. 

I  have  so  far  used  only  the  powder  and  the  tablets,  the  latter  in 
only  one  case,  which  did  not  respond  as  quickly  as  the  others,  and 
I  soon  changed  to  the  powder  ;  but  I  would  not  say  that  one  is 
better  than  the  other,  as  I  have  not  given  the  tablets  a  fair  trial ; 
neither  can  I  expect  such  good  fortune  as  that  the  good  effects 
observed  in  my  three  cases  will  continue  in  those  that  may 
follow. 

Case  I.  was  a  young  married  woman,  no  children,  aged  twenty- 
four  years,  who  had  suffered  great  pain  at  each  recurring  menstrual 
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period,  at  times  so  severe  as  to  cause  her  to  seek  relief  by  the  use 
of  morphine. 

Her  menses  were  established  at  the  age  of  thirteen,  always  irreg- 
ular, lasting  from  three  to  four  days,  scanty  and  of  dark  color, 
with  clots,  and  always  accompanied  by  pain,  which  gradually  in- 
creased in  intensity  until,  in  1895,  she  submitted  to  a  double 
oophorectomy  for  relief.  Immediately  following  this  very  doubt- 
ful expedient  she  enjoyed  several  months  of  repose,  after  which 
there  commenced  a  train  of  phenomena  which  steadily  became 
more  constant  and  pronounced  until  at  the  time  that  I  first  saw 
her,  February  4,  1897,  she  looked  a  middle-aged  woman,  sallow, 
emaciated,  and  in  such  a  condition  of  nervous  irritation  as  to  be 
unable  to  submit  to  examination. 

She  had  not  menstruated  since  the  operation.  She  first  noticed 
flashes  of  heat  followed  by  chilliness,  three  months  after  the  oper- 
ation, which  grew  in  frequency  and  degree,  and  for  nearly  a  year 
past  she  would  be  awakened  in  the  night  by  a  feeling  of  suffoca- 
tion and  heat  and  cold,  ending  in  a  profuse  cold  sweat.  These  oc- 
curred from  three  to  seven  nights  in  the  week. 

She  complained  of  excruciating  occipital  headaches,  accompanied 
by  nausea  and  vomiting,  the  latter  only  at  periods  corresponding 
to  her  former  menses. 

She  was  haunted  with  the  terror  that  death  would  follow  one  of 
the  suffocating  attacks  in  the  night. 

She  declared  that  her  sense  of  hearing  had  become  so  acute  that 
she  could  hear  sounds  undiscernible  to  any  others  of  the  family. 
There  was  no  loss  of  memory.  Her  stomach  had  become  very 
irritable  and  her  appetite  fitful. 

For  two  months  I  changed  from  one  tonic  to  another,  with  seda- 
tives and  nervines,  baths,  massage,  and  electricity — galvanism  had 
a  temporary  beneficial  effect.  Of  all  the  medication,  maltine  with 
coca  wine  was  the  only  thing  that  exhibited  any  temporary  benefit. 

At  the  end  of  this  time  the  valuable  reprint  of  my  former  col- 
league in  Broca  Hospital,  Dr.  Jayle,  came  to  my  hand,  and  I  at 
once  sent  for  and  tried  the  administration  of  two-grain  capsules  of 
powdered  ovary,  one  per  diem  at  midday. 

The  third  day  the  patient  asked  for  eggs  and  chicken,  being  the 
first  solid  food  eaten  for  two  weeks  ;  at  the  end  of  one  week  she 
thought  the  flashes  of  heat  and  cold  less  frequent  and  the  head- 
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ache  less  severe.  After  the  thirteenth  capsule  .she  slept  three 
nights  successively  without  interruption.  The  fourth  night  she 
was  awakened  by  feeling  cold,  but  did  not  have  the  suffocating 
sensation  or  the  sweat.  She  had  at  this  time  much  less  pain  in  the 
occiput. 

At  the  end  of  the  third  week  her  appetite  and  digestion  were 
greatly  improved,  the  flashes  of  heat  and  cold  occurred  only  once 
or  twice  during  the  day,  arid  none  during  the  ni»;ht.  She  con- 
tinued to  have  what  she  described  as  a  "grumbling  headache," 
which  was  present  only  at  rare  intervals  after  the  fifth  week,  and 
the  flashes  of  heat  and  cold  were  equally  rare  and  of  mild  form  ; 
no  night  symptoms. 

I  gave  the  patient  ferrated  maltine  and  one  capsule  of  powdered 
ovary  every  two  days.  At  the  end  of  three  weeks  she  reported 
increased  headache  and  a  loss  of  appetite  and  renewal  of  digestive 
trouble,  but  no  great  increase  in  frequency  or  force  of  the  flashes 
of  heat  and  cold. 

Attributing  the  disagreeable  symptoms  to  the  iron,  I  stopped  it, 
and  also  the  capsules,  and  gave  her  maltine  and  coca  wine. 

She  went  to  the  sea-shore,  and  was  gone  four  weeks,  when  I  was 
sent  for.  I  found  a  return  of  all  the  former  symptoms,  less  in 
degree,  but  apparently  in  full  tide  of  re-establishment.  I  com- 
menced again  the  daily  capsules  of  powdered  ovary,  and  continued 
it  two  weeks,  up  to  the  time  of  writing,  with  equally  good  results 
as  at  first. 

Case  IT. — Aged  twenty-six  years,  married  eight  years,  no  chil- 
dren, always  been  ailing.  Is  thin,  sallow,  anemic,  and  nervous ; 
menses  established  at  twelve  or  thirteen ;  always  regidar  every 
thirty  days  until  marriage,  then  became  irregular,  being  some- 
times at  longer  and  sometimes  at  shorter  intervals;  of  five  days' 
duration,  profuse,  of  a  dark  color,  with  clots,  always  painful,  no 
leucorrhea. 

Had  a  fall  at  the  age  of  fifteen  which  displaced  the  uterus ;  re- 
placed by  instruments  about  three  years  since ;  has  suffered  less 
pain  at  the  period  since. 

Dragging-down  pain  at  epochs,  with  swelling  and  pain  in  right 
ovarian  region  ;  pain  extends  down  right  thigh  :  intense  pain  in 
back  and  back  of  head ;  remains  in  bed  the  first  three  days  ;  dis- 
tress in  stomach  after  meals  frequent.    Does  not  sleep  well  ;  often 
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awakes  in  the  night  and  cannot  go  to  sleep  again.  Has  intense 
fits  of  depression  and  crying  spells. 

Jane  12th.  Gave  her  seven  two-grain  capsules  of  powdered 
ovary,  one  to  be  taken  daily  at  midday. 

21st.  She  reported  that  she  had  some  vertigo  for  the  first  three 
days.  The  appetite  improved,  and  she  suffered  less  distress  after 
eating  ;  sleeps  better  and  with  fewer  waking  spells  ;  continued  the 
capsules  for  another  week. 

29th.  She  menstruated  the  24th  ;  lasted  three  days ;  first  time 
in  her  life  that  the  period  was  so  short ;  flow  was  normal  and  free. 
There  was  no  modification  in  the  pain.  She  sleeps  without  wak- 
ing, eats  and  digests  well,  and  has  better  color  and  brighter  ap- 
pearance, and  thinks  the  medicine  is  doing  her  more  good  than 
any  she  has  ever  taken.  Renewed  the  capsules  and  directed  her  to 
keep  as  much  as  possible  out  of  doors.     I  have  not  seen  her  since. 

This  is  a  type  of  case  frequently  seen  in  every  physician's  office. 
I  regret  that  my  observation  in  this  instauce  is  not  more  extended. 
It  would  be  presumptuous  to  claim  that  the  benefit  here  observed 
was  wholly  due  to  the  medication.  I  have  seen  these  cases  tem- 
porarily improve  under  all  sorts  of  remedies,  yet  I  shall  be  inter- 
ested in  observing  the  continued  effect  of  this  treatment  in  these 
forms  of  neurosis. 

Case  III. — Aged  thirty-two  years,  married  eight  years,  no  chil- 
dren, no  miscarriage ;  strong  and  well  built,  and  in  good  flesh  and 
color ;  complains  greatly  of  stomach  trouble  and  indigestion  ;  men- 
struated at  the  age  of  ten  or  eleven  ;  regular,  lasting  seven  to  ten 
days;  very  profuse  until  two  or  three  years  since,  when  flow  di- 
minished and  lasted  only  three  or  four  days  ;  painful,  dark  in 
color,  and  clots.  Has  always  suffered  from  leucorrhea  ;  at  age 
of  fifteen  had  probable  bleunorrhagia  ;  of  late  years  the  leucorrhea 
has  compelled  her  to  wear  a  napkin  at  times  ;  was  curetted  in 
May,  1895,  and  derived  much  benefit  therefrom.  Has  a  good 
deal  of  backache  and  pain  in  the  rectum  at  times.  Dragging- 
down  pain  in  uterus,  and  aching  pain  in  both  ovaries  at  epoch  ; 
pain  in  both  thighs.  Upon  examination  I  found  the  cervix 
elongated  and  extending  to  within  one  and  a  half  inches  of  the 
vulva  ;  uterus  enlarged  and  strongly  retroverted  ;  right  ovary 
completely  prolapsed  and  adherent  to  the  uterus  ;  left  ovary 
slightly  displaced  downward,  large  and  edematous. 


202 


B.  SHERWOOD-DUNN, 


The  patient  refused  any  sort  of  an  operation. 

June  19lh.  Gave  her  seven  ovarine  tablets,  to  be  taken  one  daily 
at  midday,  aud  ordered  daily  hot  vaginal  douches. 

26th.  Finds  no  difference  in  her  digestive  troubles,  aud  com- 
plains of  vertigo  and  intense  backache,  which  usually  precede  her 
periods  ;  in  place  of  the  tablets  gave  her  two-grain  capsules  of 
powdered  ovary. 

July  3d.  She  has  suffered  less  for  the  past  three  days  with  her 
head  than  usual  at  this  period.  She  should  have  her  menses  to- 
morrow (4th)  ;  thinks  her  digestion  is  better,  and  her  bowels  are 
more  regular  and  freer  than  for  years,  as  she  usually  had  pro- 
nounced constipation  immediately  preceding  and  during  her  men- 
struation.   Renewed  the  capsules. 

26th.  Her  last  epoch  lasted  five  days ;  was  the  best  in  character, 
and  with  less  pain  than  for  a  year  ;  has  felt  so  well  since  that  did 
not  think  it  necessary  to  call.  As  she  should  be  sick  again  Au- 
gust 1st,  begins  to  feel  badly  and  wauts  more  of  (t that  medicine." 
Questioned  as  to  her  feelings,  she  has  vertigo,  sense  of  heaviness 
in  the  uterus,  constipation,  pains  in  the  thighs,  and  intense  back- 
ache.   The  vaginal  douche  now  seems  to  aggravate  her  distress. 

Gave  her  seven  two-grain  capsules,  as  before. 

August  3d.  Her  menses  have  not  appeared  ;  says  they  should 
have  come  on  the  1st,  and  has  never  gone  over  her  time  before 
in  her  life.  Upon  examination,  find  the  cervix  within  one-half 
inch  of  the  vulva,  body  large  and  strongly  retroverted,  but  mo- 
bile ;  ovaries  same  as  at  previous  examination.  Renewed  her 
capsules. 

6th.  The  day  previous  to  my  departure,  her  menses  had  not  ap- 
peared, and  I  am  in  hopes  that  she  is  enceinte. 

I  caunot  rest  much  assurance  upon  this  observation,  because  of 
its  brief  duration,  yet  it  contains  strong  points  of  interest. 

Applying  the  ideas  herein  supported  to  the  surgical  treatment 
of  diseases  of  the  female  sexual  organs,  I  think  it  follows  that  it 
is  the  duty  of  the  surgeon  to  exercise  every  possible  expedient  to 
preserve  the  ovary  in  whole  or  in  part  in  every  case.  The  second 
greatest  instiuct  of  nature  is  the  propagation  of  our  species,  and  I 
have  always  been  auimated  by  the  idea  that  to  preserve  to  woman 
the  possibility  of  motherhood  was  one  of  the  noblest  duties  of  a 
gynecologist. 
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It  is  estimated  that  a  woman,  during  the  average  menstrual  life, 
throws  off  350,000  ovums.  Assuming  that  all  parts  of  the  ova- 
rian parenchyma  enter  equally  into  the  generation  of  these  bodies, 
it  is  readily  seen  that  the  least  part  preserved,  be  it  ever  so  small, 
maintains  the  menstrual  function  and  promises  the  possibility  of 
motherhood,  and  by  the  light  of  these  recent  experiments  equally 
preserves  to  the  system  elemeuts  essentially  necessary  to  the  main- 
tenance of  the  general  health. 

To  this  end  the  resection  of  the  ovary  should  be  practised  in 
preference  to  its  ablation  in  every  case  possible  ;  and  the  operation 
of  ignipuncture,  first  imagined  and  practised  by  my  eminent 
master,  Professor  Pozzi,  will  often  set  up  a  restorative  reaction  in 
an  apparently  hopelessly  diseased  organ. 

February  10,  1893,  a  woman,  thirty-six  years  of  age,  mother  of 
five  children,  was  operated  upon  in  my  service  in  Broca  Hospital, 
Paris. 

Examined  under  chloroform  immediately  preceding  the  opera- 
tion, the  vaginal  walls  were  found  relaxed,  permitting  the  uterus 
to  fall  somewhat.  Through  the  left  lateral  cul-de-sac  a  hard,  cor- 
rugated tumor  was  felt,  with  probable  thickening  of  the  append- 
ages. Through  the  right  lateral  cul-de-sac  the  uterine  appendages 
were  made  out  with  difficulty,  and  found  to  be  little  if  any  changed. 

Laparatomy  was  performed.  The  left  ovary,  brought  through 
the  opening,  was  found  to  be  friable,  with  irregular  protuberances 
of  fibrous  character  and  numerous  sanguineous  cysts.  The  Fallo- 
pian tube  was  thickened,  its  extremity  livid  and  extrophiated,  not 
permeable.    It  was  removed  with  the  ovary. 

The  right  ovary  brought  into  view  presented  a  tumor  at  its  ex- 
ternal border,  of  the  size  of  two  peas,  with  an  area  of  deep  conges- 
tion surrounding  it.  The  Fallopian  tube  was  thickened  and 
congested,  but  permitted  of  the  passing  of  a  stylet  through  its  lumen, 
showing  its  permeability.  It  was  decided  to  excise  the  small  tumor, 
which  was  done  by  resecting  at  this  point  about  one-third  of  the 
body  of  the  ovary.  The  borders  of  the  wound  were  brought 
together  and  sutured  with  fine  catgut.  The  ovary  and  tube  were 
returned  to  the  abdomen  and  the  opening  closed. 

The  patient  recovered  rapidly  and  left  the  hospital  March  12th. 
On  September  12th  of  the  following  year,  1894,  this  same  woman 
came  to  the  hospital  in  the  second  stage  of  labor,  and  two  hours 
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later  was  delivered  of  a  strong,  well-formed  girl  weighing  six 
pounds  and  twelve  ounces. 

I  was  consulted  March  16,  1896,  by  a  young  lady,  aged  twenty- 
eight  years.  Menses  commenced  at  thirteen  ;  always  irregular ; 
continued  five  days,  flow  profuse  and  painful.  Pain  commenced 
a  week  before  the  period,  and  greatly  increased  her  nervous  irrita- 
tion, which  was  somewhat  but  not  wholly  relieved  by  the  flow ; 
pain  continued  to  the  close ;  blood  dark,  and  clots.  Had  pain  in 
both  ovarian  regions  and  down  both  thighs  to  the  knees.  At  times 
paroxysms  of  pain  in  the  right  appendages,  which  at  once  set  up 
vesical  tenesmus  and  pain  in  micturition.  Has  been  confined  to 
bed  many  times  with  this  pain,  and  could  not  bear  weight  of  bed- 
clothing  on  the  abdomen. 

At  the  age  of  fourteen,  about  one  year  after  menses  were  estab- 
lished, had  a  sitting  fall  on  the  ice,  was  confined  to  bed  several 
months ;  was  curetted  about  two  years  since  ;  experienced  no  relief 
therefrom  ;  went  to  Europe  and  was  treated  by  Professor  Char- 
cot's directions  in  a  hydro-therapeutical  establishment ;  gave  her 
great  benefit,  which  proved  to  be  temporary. 

Upon  examination  I  found  the  vulva  and  os  normal.  Uterus 
strongly  anteverted.  Right  ligaments  resistant  and  apparently 
thickened  ;  could  not  make  out  the  left.  The  patient  was  ex- 
tremely nervous,  and  I  asked  her  to  return  for  a  re-examination, 
which  she  did  two  weeks  later.  In  addition  to  the  conditions  de- 
termined, I  found  the  right  ovary  large  and  hard,  and  the  left 
larger  than  normal  and  presumably  edematous. 

I  advised  her  that  nothing  but  an  operation  could  give  her  any 
permanent  benefit;  this  she  was  unwilling  to  submit  to,  and  fol- 
lowing the  advice  of  friends  she  went  to  a  noted  sanitarium  and 
underwent  four  months  treatment,  with  great  benefit.  But  in  a 
few  weeks  after  her  return  home  all  of  the  symptoms  returned. 
She  came  to  me  again  October  13th,  and  examination  persuaded 
me  that  the  right  appendages  were  in  a  worse  condition  than  in 
March  previous. 

October  15th  I  performed  a  laparatomy  for  her  and  found  both 
ovaries  in  a  state  of  sclerocystic  and  edematous  degeneration,  re- 
sulting from  diffuse  chronic  ovaritis.  The  free  border  of  each 
ovary  presented  the  appearance  of  a  complete  degeneration,  and 
were  polycystic.    At  the  base,  and  ascending  about  one-half  the 
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interior  border  of  each,  there  were  the  characteristic  marks  of  the 
corpora  lutea,  showing  that  these  parts  of  each  organ  still  per- 
formed their  normal  functions.  After  satisfying  myself  that  the 
Fallopian  tubes  were  permeable,  I  resected  all  but  these  parts  of 
each  ovary,  bringing  the  cut  borders  together  by  a  continued 
suture  of  fine  catgut,  and  leaving  about  one-third  of  each  ovary  in 
situ.  The  patient  suffered  little  if  any  pain  following  the  opera- 
tion and  on  November  1st  menstruated  a  little  in  advance  of  her 
usual  time,  but  of  normal  duration,  though  scant  in  quantity. 
She  again  menstruated,  commencing  on  November  28th,  without 
pain  and  nervous  phenomena  that  heretofore  characterized  her 
epochs,  and  she  averred  that  the  flow  was  freer  and  more  abundant 
than  in  years  past. 

Her  menstrual  epochs  since  have  been  normal. 

January  27  she  was  married  ;  March  13th  she  failed  of  her 
period,  and  she  is  now  about  four  mouths'  pregnant. 

She  has  gained  some  twenty  pounds  in  weight,  and  is  in  perfect 
health. 

In  closing,  I  wish  to  say  a  word  of  the  operation  of  iguipunc- 
ture,  which  is  equally  a  means  of  conserving  the  ovary,  and  con- 
sists in  destroying  the  diseased  portion  of  the  ovary  by  the  use  of 
the  thermo-cautery. 

In  a  paper  before  the  International  Medical  Congress  at  Rome, 
March,  1894,  Professor  Pozzi  gives  the  following  forms  of  ovari- 
tis as  amenable  to  this  treatment : 

Sclero-microcystic  ovaritis. 

Diffuse,  edematous  ovaritis. 

Megalocystic  ovaritis. 

The  pathological  distinction  between  these  three  is  that  the  first 
is  an  atrophic  form,  the  surface  of  the  ovary  being  corrugated  or 
shrivelled,  with  irregular  protuberances  due  to  small  serous  or 
sanguineous  cysts. 

In  the  second  the  ovary  is  notably  augmented  in  volume,  the 
surface  glistening,  of  elastic  consistency,  and  when  opened  the 
cut  surface  looks  infiltrated  and  edematous.  There  may  be  super- 
ficial cysts,  but  they  are  not  constant.  This  variety  is  often  ac- 
companied by  a  varicose  condition  of  the  veins  of  the  tube  and 
broad  ligament.  , 

The  third  form  is  characterized  by  large  follicular  cysts,  or  cysts 
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of  the  corpora  lutea,  and  it  is  necessary  to  distinguish  in  this  last 
whether  they  be  normal  or  present  sclero-microeystic  degeneration. 

The  Paqueliu  thermo-cautery,  furnished  with  the  broad  flat 
point  or  blade  and  the  round  point,  is  best  suited  to  the  technique 
of  this  operation.  The  first  can  be  used  either  as  a  cutting  blade 
or  for  puncturing,  and  the  second  is  best  suited  to  the  ablation  of 
small  multilocular  cysts,  permitting  of  numerous  punctures  with- 
out destruction  of  the  uninvaded  parenchyma.  The  punctures 
should  be  ofone  or  two  seconds  duration,  andit  is  better  to  make 
them  too  profound  than  insufficient,  with  the  point  at  red  heat 
only. 

My  observation  of  results  in  this  operation  has  caused  me  to 
prefer  resection,  followed  in  some  cases  by  cauterization  of  sus- 
picious spots  on  the  cut  surfaces,  in  the  first  variety,  sclero-micro- 
cystic  ovaritis.  In  the  diffuse  edematous  ovaritis  I  use  the  broad- 
pointed  blade  of  the  thermo-cautery,  burying  it  profoundly  in  the 
ovary  at  three  or  four  separate  points,  or  drawing  it  deeply  through 
the  median  line  of  the  long  axis  of  the  ovary,  and  afterward  stitch- 
ing the  free  borders  together  with  catgut. 

In  the  megalocystic  form  the  round  point  of  the  thermo-cautery 
is  the  more  serviceable,  and  care  must  be  exercised  to  completely 
destroy  the  cicatricial  tissue. 

I  performed  an  ignipuncture  in  March,  1896,  upon  a  case  pre- 
senting this  form  of  the  disease,  obliterating  two  cysts  in  one,  and 
one  cyst  in  the  other  ovary. 

The  patient  was  thirty-six  years  of  age,  married,  and  mother  of 
three  children.  She  gave  a  history  of  dysmenorrhea,  with  great 
nervousness,  bordering  on  hysteria,  preceding  and  continuing  to 
the  close  of  each  menstrual  epoch.  The  ovaries  were  enlarged, 
hyperemic,  and  one  of  them  somewhat  distorted  by  the  two  ap- 
proximated cysts. 

One  year  after  the  operation  I  found  her  free  from  the  distressing 
symptoms  formerly  complained  of,  although  still  suffering  some 
pain  at  the  epoch,  but  not  more,  I  think,  than  is  ordinary.  She 
has  gained  in  health  and  weight,  and  is  completely  satisfied  with 
the  results  of  the  operation.  Upon  examination,  I  found  the 
ovaries  of  normal  size  and  consistency,  and  free  from  the  hyper- 
sensitiveness  they  possessed  previous  to  the  ignipuncture. 
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DISCUSSION. 

Dr.  J.  Henry  Carstens,  of  Detroit. — Mr.  President :  I  wish  to 
ask  Dr.  Dunn  a  question,  and  it  is  this :  How  long  after  the  opera- 
tions did  he  make  these  observations  ? 

Dr.  Sherwood-Dunn. — In  one  of  the  cases  the  observation  was 
made  six  years  after  operation,  and  the  shortest  observations  in  any 
one  case  were  made  twelve  months  after  operation. 

Dr.  Matthew  D.  Mann,  of  Buffalo  (by  invitation). — Mr.  President 
and  gentlemen  :  I  came  here  to  take  a  back  seat — not  to  talk,  but  to 
listen.  I  was  very  much  interested  in  the  paper  which  has  been 
read,  and  am  glad  of  the  opportunity  to  say  a  few  words  on  this  very 
interesting  subject.  For  some  years  I  have  looked  upon  the  total 
ablation  of  the  ovaries  in  a  woman  who  has  not  reached  the  meno- 
pause as  a  very  serious  matter.  I  have  noticed  many  of  the  symp- 
toms following  removal  which  Dr.  Dunn  mentioned  in  his  paper.  I 
have  seen  women  who  ^suffered  severely  from  nervous  perturbations, 
which  were  due  to  the  removal  of  the  ovaries.  Following  the  ex- 
ample of  Polk  and  others,  I  have  for  a  long  time  preserved  as  much 
of  the  ovary  as  possible,  and  in  about  one  hundred  cases  I  have  prac- 
tised what  might  be  called  conservative  surgery  of  the  ovary.  "Where 
the  ovary  does  not  seem  to  be  normal,  by  cutting  it  in  two  longitudi- 
nally one  can  examine  it  and  can  see  the  condition  it  is  in.  If  there 
are  large  cysts  or  the  ovary  is  of  the  edematous  variety,  limited  to  a 
portion  of  the  ovary,  I  remove  the  cyst  thoroughly,  or  remove  a  con- 
siderable portion  of  the  ovary  if  it  be  generally  diseased.  In  cases 
where  there  are  hematomas  of  the  ovary  I  have  removed  all  of  them, 
leaving  only  one-third  or  one-quarter  of  an  ovary.  I  have  done  this 
not  for  the  purpose  of  preserving  the  secretion  of  the  ovary,  because 
this  matter  is  not  new,  and  has  since  been  given  up,  but  rather  to  pre- 
vent the  woman  from  undergoing  the  change  of  life.  Menstruation 
is  a  function  which  we  do  not  fully  understand.  It  is  put  in  the 
female  economy  for  a  good  purpose,  and  every  woman  should  men- 
struate until  she  has  reached  forty-five  years.  If  we  interfere  with 
the  function  we  interfere  with  something  which  is  of  vital  importance, 
and  a  stoppage  of  which  will  work  evil  to  the  woman.  It  is  i*ather 
on  that  ground  than  because  of  the  good  which  may  come  from  the 
possible  secretion  of  the  ovary,  that  I  have  practised  this  conservative 
procedure. 

As  to  the  results — because,  after  all,  the  proof  of  the  pudding  is  in  the 
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eating — we  have  to  judge  by  what  we  see.  I  have  been  satisfied  with 
my  results  so  far.  When  I  first  began  to  operate,  in  the  majority  of 
these  cases  I  should  have  unhesitatingly  removed  both  ovaries.  In 
many  instances  I  have  preserved  one  ovary  or  a  portion  of  one  ovary, 
and  I  have  seen  the  women  marry  and  subsequently  bear  children. 
In  one  case  there  was  serious  inflammatory  trouble  on  one  side  and 
less  serious  trouble  on  the  other.  One  ovary  and  tube  were  taken  out 
of  the  pelvis.  They  could  hardly  be  recognized  when  removed,  on 
account  of  being  so  firmly  bound  down  by  adhesions  to  the  mass  that 
was  removed.  On  the  other  side  the  adhesions  were  broken  down,  and 
the  tube  and  ovary  left.  Within  a  year  and  a  half  the  woman  bore 
a  child,  and  lias  had  two  since.  The  woman's  whole  career  was  en- 
tirely changed  by  the  conservative  operation. 

Another  woman  was  confined  only  a  few  months  since  in  whom  I 
had  previously  removed  one  tube  and  ovary  and  a  portion  of  the  other 
ovary.  From  the  number  of  cases  in  which  I  have  performed  this 
operation  I  have  not  known  of  any  bad  results.  I  have  never  had  a 
patient  apply  to  me  for  a  secondary  operation  to  have  the  remaining 
portion  of  oue  ovary  or  the  other  ovary  removed. 

In  regard  to  the  use  of  ovarine,  or  powdered  ovary,  I  have  had  no 
practical  experience.  I  have  begun  to  use  the  ovarine  powder  in  a 
few  cases  in  amenorrhea  in  young  women.  The  hemoglobin  in  one 
case  was  actually  increased,  yet  the  blood-count  was  only  about  half 
of  what  it  ought  to  be.  She  has  been  put  on  red  bone-marrow  and 
extract  of  ovary,  and  I  am  interested  to  see  the  result.  It  is  too  soon 
to  report  yet. 

The  paper  opens  up  an  important  field,  one  which  it  is  our  duty  to 
investigate,  and  I  have  no  doubt  the  results  will  be  very  satisfactory 
in  the  end.    I  thank  you  for  the  opportunity  of  speaking  to  you. 

Dr.  Rufus  B.  Hall. — Please  tell  us  whether,  in  the  one  hundred 
operations  in  which  you  saved  a  portion  of  the  ovary  or  an  ovary, 
the  majority  of  them  were  operated  upon  for  inflammatory  diseases 
of  the  appendages  or  not. 

Dr.  Mann. — I  cannot  give  the  exact  statistics ;  many  of  them  were 
inflammatory.  To  do  this  I  would  have  to  look  up  my  case-records. 
In  some  of  the  cases  I  shortened  the  round  ligaments  internally ;  but 
in  most  of  the  cases  conservative  work  was  done — probably  in  eighty 
of  them.  I  have  in  a  few  cases,  in  operating  for  large  ovarian  cys- 
toma, found  a  small  portion  of  normal  ovary,  and  left  it.  It  is  a  diffi- 
cult matter  to  decide,  and  it  is  largely  guesswork  in  such  cases. 

Dr.  Carstens. — You  say  you  have  had  a  hundred  cases  or  more? 

Dr.  Mann. — Yes. 
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Dr.  Carstens. — Have  you  had  any  cases  that  required  a  secondary 
operation  ? 

Dr.  Mann. — I  do  not  recall  a  single  case  where  there  was  any  ne- 
cessity of  reopening  the  abdomen  or  serious  trouble  from  the  remains 
of  the  ovary  left.  Other  operators  may  have  gotten  my  cases  without 
my  knowledge,  because  we  know  that  patients  not  getting  good  results 
from  the  first  operator  often  go  to  others,  and  we  cannot  always  tell 
what  becomes  of  them.  I  have  practised  this  conservative  operation 
in  about  10  per  cent,  of  my  cases. 

Dr.  Reed,  of  Middleport. — Do  they  invariably  recover? 

Dr.  Mann. — A  large  percentage  of  them  do.  The  mortality  is  about 
3  or  4  per  cent.,  possibly  a  little  more. 

Dr.  J.  Henry  Carstens,  of  Detroit. — There  are  a  good  many 
points  in  the  paper  with  which  I  entirely  agree.  If  there  is  anything 
that  makes  my  heart  ache,  it  is  to  have  a  young  girl,  eighteen  or 
twenty  years  of  age,  with  a  large  ovarian  tumor,  and  after  removing 
it  to  find  on  the  other  side  another  ovarian  tumor  about  the  size  of 
two  hands,  and  being  compelled  to  remove  that  also.  I  dread  it. 
But  we  have  got  to  do  it.  We  do  not  leave  the  other  ovary  and 
tumor,  and  then  subject  the  woman  to  another  operation  at  the  end 
of  six  months  or  a  year,  but  we  remove  both  ovaries.  We  have  all 
done  such  operations.  Hundreds  of  cases  were  operated  upon  in  this 
manner  ten  or  fifteen  years  ago,  and  what  has  become  of  these  girls? 
Have  they  all  the  train  of  symptoms  and  the  weak  mental  condition 
referred  to  by  the  essayist?  I  think  not.  I  think  we  can  all  recall 
smart,  bright,  handsome,  brilliant  women,  thirty-five  or  forty  years  of 
age,  whose  ovaries  were  removed  fifteen  years  ago,  aud  nobody  knows 
anything  about  it.  Have  we  not  all  performed  hysterectomy  for 
fibroids  and  removal  of  the  ovaries,  and  have  not  these  women  recov- 
ered ?  Nobody  can  make  me  believe  that  a  little,  shrivelled  up,  dry, 
hard  ovary,  such  as  I  removed  a  week  ago  in  doing  a  vaginal  hyster- 
ectomy for  cancer,  can  serve  any  useful  purpose  in  the  human  econ- 
omy. I  think  there  is  another  side  to  this  question.  In  some  cases 
I  have  taken  out  half  of  an  ovary  or  half  of  a  tube.  I  have  done 
everything  I  possibly  could  for  the  patient.  If  the  woman  is  young, 
if  she  has  no  children,  or  is  unmarried,  I  tell  her  to  take  her  chances  ; 
that  I  will  save  half  of  the  ovary,  and  not  unsex  her.  I  have  done 
this  a  number  of  times,  but  have  had  to  resort  to  a  second  operation. 
Where  do  the  symptoms  come  from  ?  Not  always  from  the  ovaries 
and  tubes.  In  the  first  place,  a  woman  does  not  always  come  to  us 
to  have  them  removed,  but  because  she  has  some  morbid  condition 
which  causes  her  to  apply  to  the  physician,  and  the  doctor,  thinking 
Obst  Soc  14 


210 


DISCUSSION. 


it  is  the  tubes  and  ovaries  that  are  at  fault,  urges  their  removal.  In 
many  cases  a  wrong  diagnosis  is  made.  But  we  know  that  a  great 
many  women  are  perfectly  restored  after  the  removal  of  the  uterine 
appendages.  In  other  cases  we  find  that  the  tubes  and  ovaries  have 
absolutely  nothing  to  do  with  the  morbid  condition  of  which  the 
woman  complains.  The  trouble  lies  in  the  nervous  system,  the  spine, 
or  brain,  something  of  which  we  know  definitely  nothing.  We  cannot 
diagnosticate  these  cases  accurately.  Even  if  the  ovaries  and  tubes 
are  removed,  the  woman  does  not  get  well ;  she  gets  worse  and  worse ; 
new  nervous  symptoms  are  added ;  the  brain  becomes  affected ;  she 
has  a  weak  mind,  etc.  An  operation  is  useless  in  these  cases.  There 
is  not  one  of  us  who  does  not  see  cases  every  week  or  two  presenting 
a  train  of  nervous  symptoms  which  go  from  bad  to  worse.  The 
friends  of  these  patients  realize  that  eventually  they  will  become  in- 
sane, and  consequently  they  bring  these  patients  to  us,  thinking  and 
believing  there  is  some  trouble  with  the  generative  organs.  Perhaps 
the  woman  may  have  a  little  pain,  or  she  suffers  from  dysmenorrhea ; 
we  examine  her  thoroughly  and  find  no  trouble.  We  think  an  oper- 
ation will  not  do  any  good,  and  therefore  refuse  to  operate.  The  phy- 
sician of  less  experience  is  apt  to  conclude  that  there  is  something 
wrong  with  the  ovaries  and  tubes,  and  he  is  anxious  to  do  an  opera- 
tion, believing  that  it  will  cure  the  patient.  He  operates,  the  woman 
apparently  recovers  ;  hut  she  is  not  cured.  Such  operations  bring  sur- 
gery into  bad  repute.  The  symptoms  presented  by  one  patient  may 
be  due  to  a  pus-tube,  while  in  another  the  diseased  condition  is  entirely 
different.  The  point  I  wish  to  make  is  this — that  the  symptoms 
which  Dr.  Dunn  attributes  to  removal  of  the  ovaries  are  not  due  to  this 
at  all,  and  have  absolutely  nothing  to  do  with  it.  The  symptoms  are 
further  advanced  than  those  for  tvhich  he  removed  the  ovaries  and  tubes, 
and  which  the  woman  had  before  she  was  operated  on. 

Dr.  Charles  A.  L.  Reed,  of  Cincinnati. — I  have  not  listened  to  a 
paper  that  has  attracted  my  attention  more  than  the  one  just  read  by 
Dr.  Dunn,  nor  have  I  listened  to  remarks  more  interesting  than  those 
that  were  made  by  the  distinguished  gentleman  and  authority  who  has 
just  spoken  (Dr.  Mann).  Relative  to  the  paper  itself,  I  must  confess, 
as  an  operator  working  from  an  American  standpoint,  that  the  propo- 
sitions that  have  been  advanced  are  rather  new  and  striking.  The 
general  principle  of  conserving  organs  and  functions  is  one  with  which 
we  are  not  unfamiliar.  We  have  endeavored  to  approximate  that  line 
of  practice  as  far  as  possible  in  this  country,  and  I  have  endeavored 
to  follow  it  out  in  my  own  practice.  I  am  very  sorry,  indeed,  to  say, 
after  having  operated  upon  a  much  smaller  number  of  cases,  that  I  have 
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been  less  fortunate  than  the  distinguished  gentleman  who  has  just 
occupied  the  floor.  I  may  recall  a  part  of  that  experience.  When  I 
entered,  for  the  first  time,  upon  the  discharge  of  my  service  at  the  Cin- 
cinnati Hospital,  a  year  ago  this  month,  I  was  confronted  by  a  stout 
woman,  thirty-two  years  of  age,  who  was  complaiuing  of  extreme  pain 
in  the  right  side  of  the  pelvis.  Physical  examination,  even  under 
anesthesia,  failed  to  reveal  any  striking  change  within  the  pelvis. 
However,  in  response  to  her  repeated  importunities  and  repeated  indi- 
cations, which  I  could  detect,  I  operated,  found  a  polycystic  condition 
of  the  ovary,  and  removed  it.  Associated  with  that  condition  there 
were  general  microcysts,  and  also  a  cyst  of  large  size.  After  having 
removed  the  ovary  I  inspected  the  other  organ,  and  it  seemed  to  be 
in  a  very  good  condition.  I  incised  a  small  follicle  which  seemed  to 
be  maturing,  and  dropped  the  ovary.  The  woman  made  an  uninter- 
rupted recovery  from  this  operation,  and  did  well  for  some  three  weeks 
thereafter.  At  the  end  of  that  time  she  complained  of  pain  on  the 
other  side,  and  I  removed  that  organ,  which  was  then  in  a  worse  state 
of  degeneration  than  the  first  one.  What  was  practically  my  experi- 
ence with  reference  to  that  one  case  (and  I  am  speaking  now  from  the 
records  of  the  institution)  was  my  experience  in  five  other  consecutive 
cases  during  my  term  of  service ;  the  last  of  the  five  cases  so  operated 
on  had  recurrence  of  the  trouble  upon  the  other  side,  and  was  operated 
upon  within  the  last  three  weeks.  I  removed  the  remaining  ovary 
from  the  other  side.  I  have  been  singularly  unfortunate  in  endeavor- 
ing to  follow  the  dictates  of  this  certainly  very  humane  and  whole- 
somely sentimental  line  of  practice.  I  use  the  word  sentimental  in  its 
better  sense.  With  regard  to  preserving  parts  of  ovaries — doing  a 
partial  excision,  as  practised  first  by  Martin,  of  Berlin,  and  since  taken 
up  by  Polk,  of  New  York,  and  adopted  more  or  less  by  other  operators 
throughout  the  country — in  endeavoring  to  do  that  I  have  had  a  very 
unsatisfactory  experience.  The  majority  of  the  conditions  calling  for 
treatment  are  those  in  which  the  chief  complaint  is  dysmenorrhoea. 
In  extreme  dysmenorrhea,  a  premenstrual  afflux  of  blood  to  the 
pelvis,  premenstrual  congestion  is  the  period  of  extreme  agony.  By 
leaving  a  certain  part  of  an  ovary  or  ovaries,  and  thus  perpetuating 
the  menstrual  function,  I  have  succeeded  in  perpetuating  the  only  con- 
dition for  which  my  patient  applied  for  relief.  Dysmenorrhea  has  its 
seat  not  alone  in  the  ovaries,  but  in  an  engorged,  more  or  less  hyper- 
plastic and  extremely  sensitive  uterus,  and  as  long  as  the  uterus  is 
subject  to  a  monthly  afflux  of  blood,  just  so  long  will  we  perpetuate 
the  agonizing  experience  for  which  the  patient  seeks  relief. 

It  is  a  matter  of  extreme  regret  to  me  that  I  have  had  this  experi- 
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ence.  I  had  hoped  that  by  following  this  line  of  practice  it  would 
yield  better  results,  and  save  more  or  less  trouble  from  what  I  recog- 
nized of  late  years,  namely,  the  necessity  of  sacrificing  organs  that  we 
ought  certainly  try  to  save.  My  feelings,  my  inclinations,  are  on 
the  side  of  extreme  conservatism  ;  but  my  results  thus  far  realized  have 
not  borne  out  my  hope. 

Dr.  Lewis  S.  McMurtry,  of  Louisville. — The  subject  under  dis- 
cussion is  one  that  forces  the  attention  of  all  who  are  engaged  in  the 
practice  of  pelvic  surgery.  Dr.  Dunn  has  presented  a  paper  that  has 
a  pervading  spirit  which  every  one  must  recognize  as  deserving  consid- 
eration and  allegiance.  It  is  the  spirit  of  conservatism  in  surgery, 
which  in  the  early  days  of  pelvic  surgery  was  extensively  violated, 
What  do  we  mean  by  conservatism?  How  can  there  be  any  differ- 
ence of  opinion  among  the  Fellows  assembled  here,  engaged  in  the 
same  line  of  work,  upon  such  a  plain  question  ?  We  must  all  com- 
mend conservatism,  but  we  may,  perhaps,  differ  as  to  what  is  con- 
servatism. Conservatism  means  saving  life  and  the  conservation  of 
health  when  used  in  this  connection.  Any  operation,  however  radical 
it  may  be,  that  saves  life  and  conserves  health  is  a  conservative  pro- 
cedure. A  radical  operation  is  at  times  a  conservative  one.  How- 
ever conservative  in  one  sense  an  operation  may  be  in  preserving  and 
attempting  to  preserve  tissues  that  are  a  menace  to  life  and  health,  it 
ceases  to  be  in  the  proper  sense  a  conservative  procedure.  I  am  sure 
Dr.  Dunn's  object  is  in  the  line  of  true  conservatism.  He  has  given 
us  an  interesting  paper  this  morning,  because  it  is  a  reflex  of  a  school 
of  surgery  that  is  now  very  aggressive — the  French  school,  one  with 
which  American  practice,  as  a  rule,  is  very  much  at  variance,  although 
that  school  has  a  considerable  colony  on  this  side  of  the  ocean,  espe- 
cially located  in  New  York  and  Chicago.  It  is  well  that  this  paper 
has  been  presented. 

Our  difference  is  very  plain.  The  class  of  cases  we  are  discussing  upon 
the  two  sides  of  the  question  are  altogether  different.  The  so-called  con- 
servative school  of  surgery  operates  upon  a  class  of  cases  that  another 
school  of  surgery  does  not  operate  on  at  all.  AVhen  in  a  discussion 
on  this  subject  one  reports  a  hundred  operations  with  altogether  favor- 
able results,  and  another  reports  an  equal  number  of  cases  with  quite 
different  results,  there  is  a  misunderstanding.  One  man  may  be  oper- 
ating for  minute  lesions  that  are  barely  outside  the  range  of  physiolog- 
ical limits,  while  another  is  operating  for  serious  pathological  condi- 
tions. I  venture  to  say  that  if  we  were  to  take  forty  healthy  women 
as  they  walk  along  the  street,  and  if  it  were  admissible  to  open  their 
abdomens,  lesions  of  the  character  described  could  be  found  which 
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have  never  produced  symptoms  of  serious  importance.  How  common 
it  is,  when  operating  for  some  other  condition — say  an  appendicitis — 
for  the  surgeon  to  bring  the  ovary  into  view  and  find  little  cysts  hang- 
ing to  it.  These  cysts  appear  on  the  broad  ligament,  on  the  perito- 
neum, and  the  ovary  itself.  We  may  take  five  hundred  cases  of  that 
kind,  put  them  in  the  hands  of  an  expert  surgeon,  let  him  operate, 
and  he  will  have  five  hundred  recoveries.  They  may  have  had  nerv- 
ous symptoms,  errors  of  the  digestive  functions,  displacements  of  the 
uterus,  and  a  large  proportion  will  have  had  dysmenorrhea.  The 
moral  effect  of  any  operation  in  such  subjects  is  conspicuous.  It  is 
misleading  to  discuss  inflammatory  lesions  of  the  uterine  appendages 
from  the  standpoint  of  these  operations  upon  the  ovaries.  When  we 
deal  with  Fallopian  tubes  long  infected  with  gonorrhea,  or  following 
puerperal  conditions  or  traumatism,  it  is  futile  to  attempt  to  preserve 
the  oviducts  and  restore  their  functions.  Such  pathological  changes 
permanently  destroy  the  function  of  oviducts.  If  the  oviduct  is  pre- 
served ;  if  the  lesions  of  the  ovary  are  of  such  minor  character,  why 
should  an  operation  be  performed  at  all  ?  Where  we  have  such  lesions 
as  a  cyst  or  hematoma  of  the  ovary  we  may  preserve  the  ovary. 
That  is  good  surgery,  and  I  think  it  is  generally  observed.  In  ad- 
vanced inflammatory  conditions  it  is  different. 

I  would  offer  my  own  experience  in  opposition  to  the  statements 
made  as  to  the  subsequent  history  of  women  who  have  had  operations 
performed  for  the  removal  of  the  uterine  appendages.  This  is  very 
important  on  account  of  its  influence  with  the  laity.  The  changes 
described  by  Dr.  Dunn  as  taking  place  in  the  physique  of  women  due 
to  the  production  of  the  artificial  menopause  are  exceptional.  I  have 
known  them  to  suffer  with  the  discomforts  incident  to  induction  of  the 
menopause,  but  I  have  seen  none  of  the  physical  changes  that  have 
been  described,  such  as  change  in  the  voice,  the  manner,  irritability 
of  temper,  etc.  When  women  have  affections,  either  structural  degen- 
erations, neoplasms,  or  inflammatory  conditions  that  necessitate  the 
removal  of  the  appendages,  they  are  improved  in  every  respect  by  the 
operation,  so  far  as  my  observation  goes. 

Dr.  Edwin  Walker,  of  Evansville,  Ind. — I  was  very  much  inter- 
ested in  the  paper  of  Dr.  Dunn.  It  opens  up  a  wide  field  for  discus- 
sion, and  it  is  one  in  which  we  know  but  little.  I  was  in  hopes  that 
we  would  get  more  light  than  we  did  from  the  essayist.  It  has  been 
the  fashion  to  discuss  nervous  phenomena  that  are  more  or  less  asso- 
ciated with  genital  trouble  in  a  very  vague  and  general  way,  and  I 
regret  to  say  that  the  essayist  drifted  into  the  same  channel.  Dr. 
McMurtry  has  said  that  if  we  take  a  hundred  healthy  women  and 
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examine  their  ovaries  we  would  find  such  conditions  as  the  essayist  has 
described,  and  I  agree  with  him.  I  am  still  more  certain  that  if  we 
take  a  hundred  patients  that  have  been  in  the  hands  of  various  gyne- 
cologists, and  especially  if  we  select  cases  of  low  morale,  degenerates, 
we  should  find  all  the  nervous  symptoms  Dr.  Dunn  gives  in  his  lot  of 
cases,  though  they  retain  their  ovaries.  He  does  not  tell  us  of  a  single 
disease  any  one  of  these  patients  had.  The  detailing  of  nervous  symp- 
toms is  not  a  diagnosis.  Unfortunately,  it  has  been  the  habit  of  gyne- 
cologists to  treat  nervous  diseases  in  a  general  way.  What  is  the 
matter  with  these  patients?  "We  do  not  know  that  they  have  organic 
disease,  nor  do  they  in  many  cases  suffer  from  distinct  functional  dis- 
ease. Another  important  point  in  connection  with  this  subject  is. 
What  class  of  patients  were  they?  Were  the  patients  the  doctor 
referred  to  ordinary  dispensary  patients,  or  were  they  those  who  live 
lives  of  debauchery  and  intemperance?  If  so,  the  class  of  nervous 
symptoms  he  portrays  occur  in  many  women  whose  ovaries  have  not 
been  removed.  There  is  a  great  necessity  for  careful  study  of  the 
nervous  phenomena  in  connection  with  gynecological  work  in  order  to 
make  accurate  diagnoses  of  the  nervous  disease.  We  know  it  is  an 
easy  thing  to  get  out  of  all  this  by  saying  that  women  are  hysterical- 
I  was  at  dinner  with  one  of  the  most  prominent  neurologists  in  this 
country,  and  he  said  to  me,  "  I  have  come  to  the  conclusion  that  hys- 
teria is  cussedness."  I  believe  that  a  great  many  of  these  symptoms 
that  we  portray  are  "  cussedness."  They  are  the  result  of  low  morale, 
These  people  have  nervous  conditions  which  are  the  result  of  all  kinds 
of  violations  of  the  laws  of  health. 

There  is  one  other  point  I  wish  to  speak  of  before  taking  my  seat, 
and  that  is  with  reference  to  Brown-Sequard.  AVe  know  that  if  we 
shake  a  red  rag  at  a  bull  it  infuriates  him  very  much.  We  do  not 
know  why  that  is  so.  And  when  we  talk  of  Brown-Sequard  before  a 
medical  audience  it  has  much  the  same  effect.  Brown-Sequard  is  re- 
sponsible for  more  error  than  any  other  one  man  prominent  in  medi- 
cine. In  1868  he  delivered  a  series  of  lectures  on  reflex  irritation,  and 
it  has  taken  the  profession  thirty  years  to  get  rid  of  the  theories  then 
advanced.  Following  this  came  the  work  of  Emmet  and  others,  on 
the  ovaries,  which  I  regret  so  deeply.  Brown-Sequard  now  comes 
forward  with  the  same  thing  under  a  different  guise.  He  says  that 
there  is  fluid  generated  by  the  ovary.  There  may  be  men  in  the 
moon  ;  it  is  not  necessary  to  elaborate  a  theory  until  we  find  whether 
they  are  there  or  not.  There  is  no  evidence  that  we  have  fluid  from 
the  ovaries  which  is  essential  to  health. 

In  papers  of  this  kind  they  are  apt  to  cover  too  much  ground,  and 
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are  not  explicit  enough.  There  has  been  more  error  in  gynecological 
literature  on  this  subject  and  its  relation  to  nervous  diseases  than  all 
of  the  rest  put  together. 

Dr.  Albert  Goldspohn,  of  Chicago. — I  feel  constrained  to  take 
a  more  defensive  position  than  has  been  adopted  by  the  last  speaker 
and  by  most  of  the  gentlemen  who  have  discussed  the  paper  of  Dr. 
Dunn.  In  the  first  place,  the  paper  is  extremely  commendable  in  that 
he  advocates  measures  which  shall  save  women  from  being  no  longer 
women  in  a  strict  scientific  sense.  The  castration  of  women  by  gyne- 
cologists ought  to  be  regarded  in  each  case  as  a  defeat.  We  have  been 
conquered  instead  of  having  achieved  something  praiseworthy  ;  and  all 
efforts  to  save  the  ovaries  should  be  looked  at  with  much  commenda- 
tion, as  long  as  it  can  be  done  without  leaving  too  much  suffering  after- 
ward. And,  if  that  is  the  result,  then  the  operator  himself  will  be 
visited  with  the  greatest  retribution.  He  himself  will  have  to  suffer 
for  his  want  of  judgment,  not  the  profession  in  general.  Secondly, 
the  paper  is  commendable,  because  it  offers  to  those  women  who  could 
not  retain  their  generative  organs  intact  an  innocent  and  plausible 
means  of  escape  from  those  nervous  sequelre  which  are  harassing  to 
the  patient  and  perplexing  to  the  doctor. 

As  to  the  matter  of  conservative  work  on  the  ovaries,  the  essayist 
did  not  make  as  complete  an  objective  presentation  of  his  cases  as  I 
would  like  him  to  have  done.  But  simply  because  he  is  negative  in 
that  regard,  it  is  going  too  far  for  the  opponents  to  say  or  intimate 
that  the  cases  did  not  require  operating  at  all  or  were  garbled. 

As  to  some  of  the  more  cogent  reasons  that  the  opposition  presents, 
Dr.  McMurtry  this  morning  spoke  of  the  ovary  being  the  last  or  second 
organ  that  becomes  inflamed  or  diseased.  First,  it  is  the  uterus,  then 
the  tube,  and  lastly  the  ovary,  intimating  that  by  the  process  of  in- 
fection the  uterus  is  first  rendered  null  and  void,  or  good  for  nothing ; 
then  the  tube,  and  finally  the  ovary ;  and  if  the  latter  needs  to  be 
treated,  the  tube  is  too  bad  anyhow ;  it  cannot  be  kept,  and  the  ovary 
without  the  tube  is  good  for  nothing,  and  should  be  removed.  Before 
pathology  had  given  us  half  as  much  light  as  we  have  now  this  was  a 
good  argument,  but  it  is  not  now.  It  is  not  the  case  that  the  uterus 
and  tube  that  have  been  the  theatre  of  infection  by  an  army  of  bacilli 
travelling  through  them  are  always  doomed.  They  have  been  the 
seat  of  war,  but  they  are  not  any  longer.  There  are  many  such  uteri 
and  tubes  that  are  not  beyond  functionating,  although  they  have  trans- 
mitted pus-germs.  In  the  generative  organs  pus-germs  do  not  always 
linger  long  ;  their  sojourn  is  limited.  The  only  germs  which  we  know 
to  linger  long  in  the  uterus  and  tube  are  the  gonococcus,  above  all,  and 
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the  tubercle  bacillus.  Pus  microbes  and  other  germs  die  out  frequently. 
The  tube  may  be  somewhat  injured,  but  oftentimes,  while  it  is  inca- 
pable of  conveying  an  ovule,  not  every  such  tube  needs  to  be  removed, 
and  not  every  ovary  requires  removal,  even  though  the  tube  is  not 
good.  It  seems  to  me  we  have  a  right  to  leave  an  ovary  if  it  is  not 
badly  diseased,  and  may  remove  the  uterus  and  tube. 

Experiments  were  made  by  Emil  Knauer,  assistant  to  Professor 
Chrobak's  gynecological  clinic  in  Vienna,  in  1895,  in  transplanting 
the  ovaries  in  rabbits.  Both  ovaries  were  removed  from  four  rabbits, 
and  these  immediately  re-implanted.  In  two  of  the  animals  one  ovary 
was  placed  in  a  fold  of  broad  ligament  and  the  other  ovary  between 
the  layers  of  abdominal  wall,  and  in  the  other  two  rabbits  both  ovaries 
were  lodged  in  the  broad  ligaments  near  the  cornua  of  the  uterus. 
He  proved  (1)  that  ovaries  may  be  thus  transplanted ;  (2)  that  they 
will  live ;  and  (3)  that  they  will  even  continue  to  functionate  in  gen- 
erating new  follicles.  Whatever  the  merits  of  Brown-Sequard's  theo- 
ries and  methods  were  in  the  past,  I  must  say  that  the  glandular  theory 
has  much  to  speak  for  it  clinically,  and  it  is  a  reproachable  disposi- 
tion on  the  part  of  gynecologists  to  speak  slightingly  of  anything  which 
may  help  physicians  to  assist  their  patients  who  are  making  things 
hot  for  them  at  home. 

So  far  as  my  own  experience  with  this  treatment  is  concerned,  it  is 
limited  to  one  case.  I  will  report  it,  because  it  leads  to  a  question  I 
wish  to  ask  the  essayist.  It  was  a  woman  on  whom  I  did  a  vaginal 
hysterectomy  for  multiple  fibroids  and  profuse  hemorrhages  a  year  ago. 
After  the  operation  her  condition  was  very  good.  She  was  perfectly 
healthy  and  took  on  flesh,  but  became  fearfully  afflicted  soon  with 
flushes  to  the  head,  headaches,  loss  of  sleep,  loss  of  memory,  and  mental 
depression.  She  had  periods  of  extreme  distress,  of  svncope,  or  some- 
thing similar  to  it,  and  she  was  not  relieved  by  any  amount  of  bro- 
mides. It  required  large  doses  of  hypnotics  to  induce  sleep.  I  have 
seen  a  few  such  cases,  and  was  afraid  that  this  woman  would  sooner 
or  later  have  to  go  to  an  asylum.  However,  I  did  not  fold  my  arms, 
as  some  gentlemen  would  have  us  do  in  these  cases,  but  I  ordered 
ovarine,  and  the  woman  took  it.  She  took  five  grains  three  times  a 
day.  At  the  end  of  the  first  week  she  was  happy,  free  from  all  dis- 
tressing symptoms.  After  the  first  week  she  continued  to  take  the 
same  dose,  when  the  usual  symptoms  slowly  came  on  again,  and  then 
I  ordered  larger  doses.  The  question  I  wish  to  ask  Dr.  Dunn  is 
whether  he  has  not  found  it  necessary  to  increase  the  dose  constantly 
in  these  people,  or  whether  a  certain  standard  dose  has  been  suffi- 
cient ? 
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As  to  the  perplexing  difficulty  of  having  to  remove  the  ovary  by  a 
second  operation  where  only  one  has  been  removed  formerly,  I  feel 
thankful  to  any  man  who  will  tell  us  his  honest  experience.  I  have 
not  had  the  unfavorable  experience  that  has  been  referred  to  except 
in  two  cases.  There  are  two  patients  at  a  distance,  not  conveniently 
located,  that  I  would  like  to  operate  upon  a  second  time,  if  possible. 
But  even  these  two  cases  would  not  influence  me  to  change  my  dispo- 
sition in  trying  to  save  an  ovary,  if  at  all  possible. 

The  overpowering  factor  for  success  in  these  conservative  efforts  is 
an  ability  to  read  correctly  the  true  condition  of  the  organs  when  we 
have  them  in  hand,  before  our  eyes,  and  the  use  of  sound  judgment 
in  dealing  with  them.  It  is  often  perplexing  to  make  an  accurate 
diagnosis  before  we  operate.  It  takes  a  skilled  man  of  large  experi- 
ence to  do  it,  and  the  best  of  us  do  not  always  make  a  complete  diag- 
nosis. But  there  comes  another  diagnosis  to  be  made  when  we  are  in 
the  abdomen — what  shall  be  left,  and  what  shall  be  taken  out  ?  Had 
the  uterus  better  be  removed,  or  had  it  better  remain  ?  These  ques- 
tions test  the  mettle  of  the  gynecologist.  No  doctor,  young  or  old,  be 
he  ever  so  good  in  any  other  department  of  medicine  or  surgery, 
knows  exactly  what  is  a  healthy  ovary,  for  instance,  unless  he  has 
had  frequent  opportunities,  either  as  operator  or  assistant,  to  delve 
into  the  female  pelvis,  and  has  done  so  with  that  solicitous,  studious 
spirit  that  is  not  often  born  in  those  who  do  not  feel  that  their  reputa- 
tion and  the  dollar  are  at  stake.  Post-mortem  study  is  of  no  avail, 
because  of  too  rapid  post-mortem  changes.  So,  then,  as  there  comes  to 
the  student  a  period  of  becoming  familiar  with  normal  heart-sounds 
and  normal  respiratory  sounds,  before  he  can  tell  what  is  abnormal  in 
the  chest,  so  there  comes  to  the  men  who  are  working  in  the  abdomen 
first  some  years  of  studentship  to  learn  which  uterus  or  tube  or  ovary 
is  healthy  and  which  is  diseased,  which  may  be  left  or  resected  and 
which  must  be  taken  away.  I  have  had  to  do  abdominal  section  to 
remove  an  ovary  not  larger  than  a  pea.  The  operation  showed  that 
it  was  the  cause  of  the  trouble,  because  the  patient  was  relieved.  So 
it  is  not  chiefly  the  size  of  an  organ  that  determines  disease.  Here 
excellent  judgment  is  necessary  in  order  to  determine  what  needs  to 
be  removed  and  what  can  remain.  But  if  we  are  studious  we  acquire 
some  degree  of  judgment  that  will  bear  good  fruit  in  the  outcome. 
I  have  removed  parts  of  ovaries  in  not  less  than  twenty-five  cases  each 
year  for  the  last  three  years,  not  only  through  a  median  incision,  but 
by  the  vaginal  route,  and  also  through  the  Alexander  incision.  Having 
the  round  ligament  drawn  out  of  the  internal  ring,  this  can  be  stretched 
enough  with  forceps  to  introduce  the  finger.    Thus  I  have  frequently 
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loosened  the  ovary  and  fished  it  up,  inspected  and  resected  it,  or  taken 
it  out,  if  nothing  healthy  remained.  It  can  be  gotten  out  with  the 
tube  by  this  incision  without  doing  violence  to  the  ovarian  supports 
as  much  as  we  do  by  the  vaginal  route.  Three  cases  I  have  positive 
knowledge  of  have  become  pregnant. 

As  to  the  technique  of  resecting  the  ovaries,  I  have  departed  from 
ignipuncture.  It  not  simply  destroyed  the  diseased  follicles,  but  too 
much  of  the  ovarian  substance  ;  and  one  of  these  women  has  not  men- 
struated, although  she  has  part  of  an  ovary  in  her  body,  since  the  oper- 
ation. I  find  it  better  to  puncture  the  follicles  with  a  knife,  or  with 
curved  scissors ;  cut  out  a  segment  of  the  projecting  follicle,  cauterize 
with  strong  carbolic  acid,  and  stitch  it  with  fine  catgut.  This  is  suffi- 
cient to  destroy  the  epithelium  lining  of  the  follicle,  and  it  does  not  do 
so  much  violence  to  the  remaining  substance  of  the  ovary. 

Dr.  John  M.  Duff,  of  Pittsburg. — There  were  certain  points  brought 
out  in  the  paper  and  discussion  which  are  of  very  considerable  impor- 
tance. I  shall  not  attempt  to  discuss  the  doctor's  paper  at  length. 
One  of  the  statements  made  in  the  paper,  and  referred  to  by  gen- 
tlemen who  have  preceded  me  in  the  discussion,  was  that  in  a  large 
percentage  of  the  cases  in  which  the  ovary  was  removed  there  was  a 
deteriorated  condition  of  the  woman,  particularly  with  reference  to 
neuroses,  and  that  mentality  becomes  defective.  It  seems  to  me,  this 
is  a  serious  assertion  to  make,  if  it  is  not  true,  to  go  out  to  the  profes- 
sion and  to  the  world.  If  it  is  true,  we  should  endeavor  to  ascertain 
the  facts  positively,  and  act  in  accordance  with  them.  My  experience 
has  not  been  so  extensive  as  some  of  the  Fellows,  yet  I  feel  that  I  am 
justified  in  saying  that,  as  far  as  my  ability  to  discern  is  concerned,  in 
the  cases  in  which  I  have  removed  the  ovaries  I  have  not  noticed  any 
subsequent  ill  effects  to  any  great  extent.  On  the  other  hand,  I  have 
had  good  results  from  carrying  out  this  procedure.  Every  case  must 
be  studied  by  itself.  All  of  the  conditions  should  be  taken  into  con- 
sideration. Many  of  our  statistics  are  erroneous  because  they  do  not 
deal  with  like  cases.  If  we  judge  according  to  those  statistics  our 
opinion  thus  formed  will  be  equally  erroneous. 

I  reported  a  case  before  the  meeting  of  the  American  Medical  Asso- 
ciation this  year  upon  which  I  operated,  doing  a  vaginal  hysterectomy, 
removing  the  uterus  and  tubes,  in  which  the  woman  was  in  perfect 
health  mentally  before  the  operation,  but  she  became  a  raving  maniac 
afterward.  At  first  she  became  hysterical,  then  maniacal,  developed 
suicidal  tendencies,  and  had  to  be  watched  for  a  considerable  length 
of  time.  One  year  elapsed  before  she  recovered  so  as  to  be  able  to 
attend  to  her  ordinary  household  duties.    In  all  of  the  operative  work 
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I  have  done  this  is  the  only  case  in  which  I  have  had  a  result  of  that 
kind. 

In  another  case  in  which  I  did  a  vaginal  hysterectomy  nympho- 
mania developed,  the  woman  having  had  no  sexual  desire  prior  to  the 
operation.  After  the  operation  she  could  hardly  be  satisfied  in  that 
direction.  I  have  had  two  or  three  other  cases  in  which  the  sexual 
appetite  developed,  but  not  to  the  same  extent  as  in  this  one.  On  the 
contrary,  I  have  had  patients  who  were  mentally  feeble  prior  to  oper- 
ation, who  have  improved  rapidly  immediately  after  it.  The  two  cases 
reported  in  my  paper  before  the  American  Medical  Association  this 
year  are  illustrative  of  this  condition.  One  lady  had  been  under  the 
care  of  several  physicians,  and  they  had  determined  that  her  mental 
condition  was  such  that  she  would  have  to  be  sent  to  an  asylum.  Her 
father  and  brother  insisted  that  an  operation  be  performed,  because  of 
the  fact  that  she  had  ovarian  and  uterine  disease.  I  felt  myself  that 
an  operation  was  necessary,  notwithstanding  her  mental  condition, 
without  much  hope  of  benefiting  her.  She  was  a  skeleton,  practically 
speaking,  when  she  was  brought  to  the  hospital.  I  did  a  vaginal  hys- 
terectomy, removing  the  uterus  and  appendages.  At  the  end  of  a  few 
weeks  she  left  the  hospital  in  comparatively  good  health,  and  was  ap- 
parently sound  mentally.  Within  four  months  she  went  to  Northern 
New  York  on  a  hunting  expedition  with  her  husband,  and  when  she 
returned  in  the  fall  and  I  saw  her  she  had  gained  thirty-eight  pounds 
in  weight,  and  expressed  herself  as  perfectly  well. 

Four  months  ago  I  operated  on  another  woman,  and  until  the  day 
of  the  operation  she  would  not  remain  in  a  room  by  herself  for  five 
minutes  at  a  time.  It  was  necessary  to  have  some  one  with  her,  be- 
cause it  was  feared  that  something  would  happen  to  her.  Her  mental 
condition  was  weak  and  memory  defective.  She  returned  to  her  home 
in  West  Virginia  four  weeks  after  the  operation,  expressing  herself  as 
feeling  good.  She  had  insomnia  before  the  operation.  The  third 
night  after  operation  she  began  to  sleep  and  slept  well  at  nights  until 
the  time  she  went  home.  Her  husband  sent  me  word  two  or  three 
days  ago  regarding  her  condition,  and  he  said  only  on  two  occasions 
since  her  arrival  home  had  he  noticed  anything  wrong  with  her,  when 
she  manifested  mental  disorder. 

I  operated  on  a  woman  last  winter  who  showed  some  mental  agita- 
tion at  times.  She  had  cancer  of  the  uterus,  and  her  uterus  and  ap- 
pendages were  removed.  She  made  a  good  recovery,  but  soon  after- 
ward she  began  to  show  more  signs  of  mental  derangement.  She  was 
taken  to  the  medical  department  of  the  hospital,  became  comatose,  and 
within  a  couple  of  weeks  died.    Dr.  Hersman,  who  had  charge  of  her, 
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and  who  made  the  autopsy,  found  three  cysts  at  the  base  of  the  brain. 
I  speak  of  this  case  to  illustrate  the  fact  that  perhaps  frequently,  when 
we  attribute  the  trouble  to  the  ovaries  or  uterus,  we  have  other  trouble 
which  we  do  not  recognize.  Hence  the  necessity  for  thorough  anal- 
ysis of  all  these  cases,  and  the  desirability  of  sending  out  to  the  pro- 
fession and  to  the  world  as  a  teaching  body  the  facts,  so  that  we  may 
meet  these  cases  squarely  in  our  work  day  by  day.  The  action  of  an 
association  such  as  this  is  sometimes  considered  more  than  we  think  it 
is,  and  in  our  work  the  general  practitioner  will  sometimes  come  to  us 
with  "  The  assertions  of  Dr.  So  and  So  in  your  society  are  contrary  to 
those  that  you  make."  It  is  an  expression,  perhaps,  which  that  doctor 
would  not  have  made  after  more  mature  consideration.  I  am  always 
open  to  conviction,  but  I  cannot  be  convinced  from  what  I  have 
already  heard  that  I  would  be  justified  in  letting  a  woman  suffer  rather 
than  remove  her  ovaries  for  fear  that  she  is  going  to  have  mental 
trouble  subsequently  from  their  removal.  My  experience  shows  me 
that  there  is  as  much,  if  not  more,  danger  of  mental  trouble  and  neu- 
rotic affections  ensuing  if  I  did  not  remove  those  ovaries. 

I  should  like  to  take  up  the  subject  of  resection  of  the  ovary,  but  I 
shall  not  consume  your  time  by  doing  so.  Resection  of  the  ovary  in 
the  hands  of  some  men  is  more  likely  to  prove  effectual  than  in  the 
hands  of  others.  We  all  admit  that.  Perhaps  what  Dr.  Mann  could 
do  I  could  not  do ;  but  I  have  had  to  do  secondary  operations  on 
several  occasions  where  I  allowed  a  portion  of  an  ovary  to  remain.  I 
would  not  for  a  moment  think  of  removing  the  whole  ovary  in  a  case 
where  the  macroscopical  condition  would  show  that  a  portion  of  the 
ovary  was  healthy.  Notwithstanding  the  fact  that  I  and  other  men 
have  had  to  remove  ovaries  by  secondary  operation,  I  do  not  think  we 
would  be  justified  in  removing  the  entire  organ  where  we  can  see  a 
macroscopical  portion  of  it  is  still  intact  and  capable  of  performing  its 
function  in  the  economy. 

Dr.  E.  W.  Cushing,  of  Boston. — I  have  thought  a  great  deal  on 
the  subject  of  conservative  surgery,  and  I  have  certain  convictions  of 
it,  derived  from  experience.  In  the  first  place,  I  think  to  be  accurate 
about  this  matter  we  must  not  impute  to  aTvoman  feelings  in  regard 
to  the  loss  of  her  organs  which  are  derived  from  what  we,  as  men, 
would  think  of  a  similar  operation  on  a  man.  A  woman  does  not  feel 
that  she  is  unsexed,  and  she  is  not  unsexed.  I  have  questioned  more 
than  two  hundred  of  them  on  that  point.  No  more  women  lose  their 
sexual  powers  from  removal  than  do  many  others  lose  it  from  the 
gradual  running  out  of  their  sexual  nature  in  getting  older.  On  the 
other  hand,  many  women  consider  childbearing  a  primal  curse,  and  if 
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they  could  be  assured  that  the  physician  would  remove  their  ovaries 
at  their  request,  and  do  it  without  danger  to  life,  they  would  form 
in  line  and  have  it  done.  Therefore,  when  it  comes  to  leaving  a  more 
or  less  diseased  ovary  or  tube  inside,  when  it  can  be  removed,  I  think 
the  woman  is  ready  to  have  some  opinion  in  the  matter. 

With  reference  to  the  baleful  effects  of  removal  of  the  ovaries  on 
the  mind  and  disposition,  I  have  failed  to  see  them.  I  have  seen 
many  women  who  have  suffered  after  laparatomies,  but  it  was  because 
the  uterus  was  not  removed  at  the  primary  operation,  or  because  there 
were  adhesions  or  lumps  of  silk  ligatures  left.  With  good,  clean  sur- 
gery and  the  thorough  removal  of  whatever  is  diseased,  the  women  do 
not  suffer  from  mental,  nervous,  and  neurotic  symptoms  afterward. 

In  regard  to  the  ovarine  treatment,  I  have  had  no  personal  experi- 
ence with  it,  but  I  believe  Dr.  Cumston  has  had  some  experience  in 
that  line  with  satisfactory  results. 

Dr.  Caleb  R.  Reed,  of  Middleport,  Ohio  (by  invitation).— The 
remarks  made  by  Dr.  Cushing  recall  to  my  mind  a  case  which  I  con- 
sider of  some  interest.  I  will  relate  it.  Some  twelve  years  ago  a  young 
lady  came  under  my  observation  iu  consultation  with  a  physician  who 
had  been  treating  her  for  months.  She  was  confined  to  bed  for  weeks, 
or  probably  months,  and  was  suffering  all  the  time  with  pain  in  the 
right  ovarian  region.  I  diagnosticated  disease  of  the  right  ovary,  and 
so  told  her.  I  informed  her  that  she  would  probably  be  no  better 
until  the  ovary  was  removed,  and  that  it  might  be  necessary  to  re- 
move the  other  one,  as  it  might  be  diseased  also.  There  was  another 
physician  with  me  in  whom  I  had  much  confidence,  and  expected  him 
to  assist  me  in  the  operation.  After  leaving  the  house,  he  said  :  "Are 
you  going  to  leave  the  other  ovary  there,  and  have  menstruation  con- 
tinue ?  :'  I  replied  :  "  Yes  ;  she  does  not  want  it  removed.  She  will  not 
consent  to  have  it  removed,  and  I  wish  to  treat  her  fairly  and  be 
honest  with  her.  If  she  wishes  it  to  remain,  let  it  stay  and  allow  her 
to  menstruate  afterward."  The  young  lady  suffered  from  dysmenor- 
rhea. It  made  an  impression  upon  the  physician's  mind,  and  he  re- 
fused to  assist  in  the  operation.  A  few  days  after  I  removed  the  right 
ovary  she  said  to  me:  "You  are  not  going  to  remove  the  other 
ovary?"  I  said  to  her,  "  Charity,  I  will  not."  This  was  her  name. 
In  tying  off  the  diseased  ovary,  which  was  disorganized,  and  lifting 
up  the  other  one,  I  did  not  find  it  in  an  entirely  healthy  condition. 
What  was  I  to  do  ?  I  could  not  violate  my  promise  to  her,  and  I  did 
not.  I  left  the  ovary.  She  rapidly  recovered,  and,  instead  of  lying 
in  bed  thirty  days  in  the  month,  she  was  confined  to  bed  only  three 
days  in  the  month,  with  very  painful  and  free  menstruation.    I  re- 
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gretted  afterward  that  I  did  not  get  her  consent  to  remove  the  other 
ovary.  She  still  suffers  from  dysmenorrhea.  When  she  asked  me 
afterward  if  her  dysmenorrhea  would  continue,  I  said  to  her  that  if 
she  had  allowed  me  to  remove  the  other  ovary  she  probably  would 
have  been  well  and  healthy  and  no  longer  a  sufferer.  She  gradually 
got  somewhat  better  during  menstruation.  It  was  not  as  painful  as  it 
formerly  had  been,  although  she  had  to  remain  in  bed  for  three  days 
every  month  for  two  or  three  years  afterward.  Menstruation  was  not 
so  profuse  after  operation.  It  is  now  twelve  years  since,  and  she  has 
removed  from  that  locality,  and  I  only  occasionally  hear  from  her. 
She  belongs  to  a  large  family,  all  of  whom  are  more  or  less  neurotic, 
and  now  she  is  the  best  member  of  the  family.  She  is  in  the  best  of 
health,  and  is  able  to  do  more  work  than  the  others.  She  has  pre- 
pared herself  for  the  occupation  of  teacher.  I  have  been  satisfied  since 
that  had  I  removed  the  other  ovary  I  do  not  believe  she  would  be  any 
better  for  it.  I  do  not  think  she  is  suffering  from  its  remaining  there. 
She  always  believed  she  would  get  well,  and  she  "  builded  better 
than  she  knew." 

Dr.  Albert  Vander  Veer,  of  Albany. — As  I  stated  yesterday  in 
one  of  the  discussions,  one  of  my  embarrassments  in  doing  abdominal 
surgery  at  first  was  to  throw  off  and  get  rid  of  my  general  surgical 
practice,  and  I  refer  to  that  to  bring  out  this  point — I  believe  the 
general  surgeon  lives  up  to  the  rule  pretty  closely  to  not  remove  any 
more  than  is  absolutely  necessary.  To  conserve  and  save  all  that  is 
possible  is  one  of  the  best  rules  that  can  guide  a  surgeon.  When  I 
began  my  work  in  pelvic  surgery  I  had  it  in  my  mind  to  develop  as 
carefully  as  possible  the  same  line  of  conservative  work,  and  in  oper- 
ations upon  the  ovaries  and  tubes,  particularly,  I  was  anxious  not  to 
remove  any  more  than  seemed  necessary.  One  of  my  first  cases  that 
gave  me  considerable  thought,  and  was  among  my  first  operations,  was 
a  case  that  was  reported  in  the  early  part  of  the  work  of  abdominal 
surgeons  by  T.  Gaillard  Thomas  as  his  case  of  normal  ovariotomy,  in 
which  he  removed  the  ovaries  for  a  train  of  symptoms  such  as  we 
have  learned  to  know  since  are  not  infrequently  associated  with  some 
diseased  condition  of  the  ovary  or  tube.  The  patient  came  to  me 
six  months  after  operation,  and  said  she  was  no  better  than  before 
it ;  that  she  was  suffering  from  a  distressing  uterine  discharge,  and 
that  her  symptoms  were  of  the  same  character,  and  she  herself  was 
disappointed.  I  made  applications  to  the  uterus,  to  see  if  I  could  re- 
lieve her  somewhat  in  that  direction,  but  the  discharge  did  not  cease. 
She  returned  to  me  in  about  eight  mouths,  saying  the  discharge  from 
the  uterus  was  disagreeable  and  offensive.    I  made  some  applications 
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to  the  uterus  with  good  effect.  But  here  was  a  case  in  which  there 
was  disease  of  the  uterus  and  remaining  portion  of  the  tubes,  and 
that  case  required  a  more  complete  operation  than  the  removal  of  the 
ovaries.  This  case  gave  me  a  great  deal  of  thought  and  led  to  con- 
siderable correspondence  with  Mr.  Tait.  I  have  his  letters,  in  which 
he  states  that  up  to  that  time  he  had  endeavored  to  save  an  ovary 
and  tube  on  one  side  in  many  cases,  but  that  the  return  of  symptoms 
and  the  disappointment  on  the  part  of  the  patient  in  not  being  relieved 
of  her  suffering  had  led  him  to  do  a  secondary  operation.  He  had 
looked  over  his  statistics  of  cases  operated  on  in  the  previous  two  years, 
and  found  that  26  per  cent,  of  them  needed  a  secondary  operation, 
and  it  was  not  wise  any  longer  to  save  an  ovary  or  tube  ;  that  he  be- 
lieved in  doing  a  complete  operation.  He  took  the  ground  then  that 
if  a  tube  and  ovary  were  diseased  on  one  side,  they  would  become  so 
on  the  other. 

Dr.  Dunn's  paper  commands  respect  and  should  be  discussed  with 
care  and  caution.  I  am  frank  to  say  that  when  a  Fellow  comes  before 
us  and  calls  attention  to  the  use  of  animal  extracts,  such  as  he  has 
referred  to,  he  is  to  be  commended  for  presenting  a  great  deal  of 
courage  on  his  part,  not  but  what  it  is  possible  some  good  may  come 
from  the  use  of  these  preparations.  But  when  we  consider  the  offensive 
manner  in  which  these  preparations  have  been  introduced  to  us  by  men 
who  have  published  their  advertisements  in  the  daily  papers,  I  feel  I 
can  scarcely  criticise  that  part  of  the  paper  too  much  or  discuss  it  with 
any  spirit  of  confidence,  although  I  can  indorse  the  views  that  he 
individually  presents.  When  it  comes  to  conservative  work  on  the 
ovaries,  I  wish  I  could  be  instructed  to  know  what  is  the  appearance 
of  a  normal  ovary  when  you  open  the  abdomen  and  bring  it  into 
view.  I  have  thought  on  several  occasions  I  could  tell  whether  a  cyst 
of  the  ovary  was  present  or  not,  and  have  removed  a  portion  of  the 
ovary,  and  have  been  disappointed  in  the  results.  In  fact,  I  have 
been  compelled  in  many  cases  to  reopen  the  abdomen  and  remove  the 
ovary,  as  it  seemed  to  present  evidences  of  disease,  and  also  the  ovary 
on  the  opposite  side,  because  the  patient  was  not  relieved  of  her 
symptoms. 

I  have  questioned  my  patients  regarding  the  unpleasant  symptoms 
referred  to  as  occurring  after  operation,  and  I  must  say  that  I  have 
not  come  in  contact  with  them.  I  have  taken  pains  to  ask  my 
patients  questions  regarding  this  matter,  one,  two,  and  five  years  after 
operation. 

I  recall  the  case  of  a  girl  who  was  operated  upon  at  the  age  of  nine- 
teen years.    She  is  now  a  woman  of  twenty-five  \ears.   She  had  been 
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subject  to  hot  flashes  for  a  number  of  months  or  years;  and  there  are 
many  women  who  have  had  the  same  train  of  symptoms  that  are  so 
disagreeable,  at  their  normal  menopause. 

As  to  loss  of  sexual  desire,  I  have  heard  my  patients  frankly  answer 
that  they  have  not  suffered  in  that  direction.  Dr.  Cushing  touched 
upon  an  important  point  in  answering  that  side  of  the  question. 

Following  up  the  cases  to  which  I  refer,  I  have  watched  them  with 
care,  and  as  much  as  eight  years  ago  I  adopted  this  rule,  and  I  have 
lived  up  to  it  fairly  well.  A  young  married  woman,  who  has  been 
married  for  a  number  of  years  and  has  had  no  children,  who  has  had 
the  train  of  symptoms  referred  to,  was  recommended  to  have  an 
operation  performed,  and  in  giving  this  advice  I  said  to  her,  "  If  it  is 
possible  to  save  an  ovary,  I  will  do  so.  If  I  believe  it  ought  to  be  re- 
moved, I  will  remove  it."  She  said,  "  I  do  not  want  to  have  a  second 
operation,  if  possible."  Indeed,  in  three  cases  that  I  recall  to  mind  I 
did  not  quite  live  up  to  that  rule,  and  I  removed  the  ovary  on  one  side 
in  each  case.  In  one  case  I  was  obliged  to  operate  a  second  time,  and  I 
remember  the  regret  of  the  woman.  She  said  to  me,  "  If  you  had 
done  your  work  thoroughly  the  first  time  and  removed  both  ovaries, 
I  would  not  be  here  today."  She  recovered,  it  is  true ;  but,  at  the 
same  time,  I  am  frank  to  say  I  believe  the  sentiment  on  the  part  of 
women  to  have  their  ovaries  saved  is  not  so  great,  and  yet  it  must  be 
respected,  and  we  should  not  remove  an  ovary  that  is  absolutely 
healthy.  Perhaps  my  work  has  not  been  quite  as  complete  as  it  ought 
to  have  been  in  one  way  or  another,  and  among  the  many  cases  I  have 
operated  upon  a  few  have  returned  for  secondary  operation.  Follow- 
ing the  case  I  first  reported,  I  had  a  young  woman  come  to  me  upon 
whom  Dr.  Pilcher,  of  Brooklyn,  had  previously  operated.  Dr. 
Pilcher,  believing  her  case  to  be  simply  one  of  retroversion,  did  an 
Alexander  operation.  Within  six  months  afterward  she  was  suffer- 
ing more  than  ever.  She  was  brought  to  me  by  some  friends.  I 
watched  the  case  carefully  before  consenting  to  do  anything  like  an 
operation,  although  I  was  then  of  the  opinion  that  there  was  disease 
of  the  ovary  on  the  left  side.  I  opened  the  abdomen  of  this  woman 
and  found  a  well-defined  cystic  degeneration  on  that  side,  and  removed 
it,  saying  to  the  patient  before  the  operation  that  I  should  not  touch 
the  right  ovary  if  I  believed  it  to  be  healthy,  and  she  was  anxious  to 
have  me  follow  out  that  line  of  practice.  About  eight  months  after 
operation  she  returned,  saying  she  was  in  some  respects  better ;  men- 
struation was  somewhat  easier  and  normal,  but  that  she  was  now  suf- 
fering on  the  right  side  as  much  as  she  had  on  the  left,  and  that  she 
could  not  go  on  and  live  in  her  uncomfortable  condition.    She  was 
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placed  in  the  hospital  a  month  before  I  concluded  to  operate  on  the 
diseased  ovary  on  the  right  side,  which  I  believed  was  rapidly  devel- 
oping. The  abdomen  was  opened  a  second  time,  and  I  found  a  worse 
condition  on  the  right  side  than  on  the  left.  However,  she  made  a 
good  recovery  from  the  second  operation.  The  operation  was  done 
five  years  ago ;  I  have  talked  with  her  since,  and  she  now  presents 
a  ruddy  appearance,  and  stated  to  me  that  she  never  suffered  to 
any  great  extent  from  the  menopause;  that  her  condition  of  health 
was  much  better,  that  she  was  able  to  do  anything  she  wanted  to,  and 
expressed  her  gratitude  for  the  second  operation,  although  she  would 
say  to  me  occasionally  in  conversation,  "  Why  didn't  you  remove  the 
second  ovary  when  you  removed  the  first  one,  and  save  a  second 
operation  ?  " 

About  two  and  a  half  years  after  this  I  had  a  case  come  under  my 
observation  with  precisely  the  same  history.  The  patient  had  been 
previously  operated  on  by  Dr.  Homans,  of  Boston.  He  said  that  he 
did  not  remove  the  second  ovary,  because  he  believed  it  ought  to  be 
saved.  This  woman  did  not  recover  until  I  removed  the  second  ovary 
and  tube,  fourteen  months  ago.  I  am  astouished  in  listening  to  the 
remarks  of  Dr.  Mann,  in  which  he  reports  a  hundred  cases,  and  says 
that  he  does  not  know  of  any  unpleasant  experiences  from  his  cases. 
My  experience  has  certainly  been  a  little  different  from  his.  While 
he  was  speaking  I  could  not  help  but  think  of  a  case  upon  which  Dr. 
Mann  operated  some  fourteen  months  ago,  removing  a  portion  of  the 
left  ovary.  This  patient  stated  to  me  that  she  was  no  better  after 
operation  ;  that  she  continued  to  suffer  during  menstruation  as  before  ; 
that  she  had  the  same  dragging,  uncomfortable  pains  about  the  pelvis 
she  had  before  operation.  Her  husband,  living  in  my  part  of  the 
State,  came  to  see  me  six  months  ago,  and  said  that  something  must 
be  done  for  the  woman.  Shortly  after  I  carefully  examined  the 
woman  and  found  a  cyst  in  the  right  side  of  the  pelvis,  and  believed 
it  was  advisable  to  open  it.  I  did  so,  and  found  not  only  marked 
evidences  of  disease  of  the  ovary  on  the  right  side,  but  remnants  of 
the  ovary  on  the  left  and  tube  were  adherent  to  almost  everything, 
and  the  condition  of  the  little  portion  of  ovary  that  was  left  was  such 
that  I  am  sure  it  could  have  been  of  very  little  service  as  far  as  men- 
struation is  concerned,  and  I  had  a  good  deal  of  trouble  in  removing 
that  portion.    She  recovered. 

About  the  same  week  I  operated  on  a  patient  who  had  been  in  the 
Johns  Hopkins  Hospital  for  some  time,  and  who  had  previously  been 
operated  on  in  the  same  way.  She  gave  me  a  clear  history  of  one  ovary 
having  been  removed,  but  was  not  any  better.    The  first  operation 

Obst  Soo  15 


226 


DISCUSSION. 


had  been  performed  about  fourteen  months  previously.  In  operating 
I  found  the  same  condition  in  her  case. 

Here  is  my  experience  to  offset  the  experience  that  Dr.  Mann  has 
given  us  so  clearly  and  nicely,  which  encourages  us,  particularly  us 
older  men,  to  think  of  our  conservative  work  in  other  lines  of  sur- 
gery. I  believe  the  rule  I  established  some  six  years  ago  still  holds 
good.  I  do  not  believe,  unless  it  be  a  case  of  a  young  married  woman 
who  is  anxious  to  bear  children,  that  we  should  insist  too  much  in 
doing  conservative  work.  I  find  it  is  sometimes  difficult  to  tell  from 
the  appearance  of  the  ovary,  as  it  comes  into  view  after  abdominal 
section,  whether  it  is  really  healthy  or  not.  There  is  a  difference  in 
ovaries.  Some  are  small,  and  some  large ;  some  have  cysts,  and  others 
have  not. 

As  to  the  surgeon  who  may  get  the  reputation  of  removing  every 
ovary  that  presents  itself,  particularly  if  the  patient  says,  "  I  know 
all  of  my  troubles  are  connected  with  the  ovary,"  I  must  say  the  con- 
servative element  does  not  enter  into  a  study  of  the  case  whatever. 
The  most  annoying  cases  I  have  to  deal  with  are  those  that  are  brought 
to  me  by  physicians,  concerning  which  they  say,  "  I  have  done  every- 
thing for  this  patient  possible  ;  I  believe  her  ovaries  are  diseased  ;  she 
wants  an  operation ; "  and  after  sending  the  patient  to  a  private  or 
general  hospital,  and  examining  her  carefully  under  the  influence  of 
an  anesthetic,  I  can  find  no  disease  about  the  pelvis  at  all.  In  these 
cases  we  refuse  to  operate,  and  we  are  sometimes  censured  for  not 
operating  on  them.  These  are  the  cases  that  give  us  more  annoyance 
than  any  other  class  with  which  we  have  to  deal. 

Dr.  Dunn  has  given  us  an  excellent  paper ;  it  has  been  thoroughly 
discussed  in  many  ways,  and  yet  it  does  not  give  us  all  the  light 
we  need  as  to  what  constitutes  a  diseased  ovary  as  it  appears  to  our 
natural,  naked  eye. 

Dr.  Rufus  B.  Hall,  of  Cincinnati. — This  subject  has  been  so  thor- 
oughly discussed  that  I  would  not  rise  to  say  anything  on  it  if  it  were 
not  that  the  paper  and  the  facts  set  forth  in  it  are  at  such  wide  vari- 
ance from  my  own  experience  in  connection  with  this  line  of  work. 
The  facts  are  that  the  nervous  manifestations  following  the  operation 
for  removal  of  the  ovaries,  so  far  as  my  own  experience  goes,  do  not 
differ  very  materially  from  those  of  the  normal  menopause,  except  in 
a  few  instances  in  young  women.  In  these  cases  the  nervous  mani- 
festations have  been  more  exaggerated  and,  in  a  large  per  cent,  of  cases, 
of  shorter  duration  than  in  those  in  which  the  menopause  is  normally 
established.  No  reference  was  made  in  the  paper  as  to  whether  or 
not  any  of  these  patients  subsequently  recovered,  and  whether  or  not 
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there  w.is  not  a  time  when  some  of  them  were  as  well  as  they  are  after 
the  normal  menopause.  I  cannot  reconcile  the  fact  that  there  should 
be  such  a  wide  difference  in  the  cases  reported  by  the  essayist  and 
those  coming  under  the  observation  of  other  surgeons.  There  must 
be  something  wrong  in  regard  to  compiling  the  statistics,  in  the  mode 
of  investigation,  or  in  keeping  a  daily  record  of  cases. 

So  far  as  sexual  feeling  is  concerned,  I  have  tabulated  more  than 
four  hundred  cases  coming  uuder  my  observation  of  my  own  cases, 
and  not  one  of  this  number  has  had  a  total  loss  of  sexual  feeling,  and 
only  three  women,  after  a  period  of  three  years  following  operation, 
have  noticed  any  marked  diminution  in  the  sexual  feeling.  I  com- 
menced tabulating  my  cases  in  my  early  experience.  You  will  re- 
member there  was  a  spirited  discussion  on  this  subject  by  Mr.  Tait 
and  his  opponents,  and  I  was  much  interested  in  the  facts  that  were 
brought  out  at  that  time,  and  determined  to  study  them  for  myself. 
I  feel  confident  that  there  is  no  mistake  about  the  data  which  I  have 
mentioned. 

As  to  what  constitutes  conservative  work  in  the  removal  of  the 
ovaries  and  in  saving  them,  there  must  be  some  difference  of  opinion 
by  different  operators,  and  I  think  it  can  be  accounted  for  from  differ- 
ent stand-points  of  observation,  gathered  largely  from  personal  expe- 
rience. My  experience  leads  me  to  be  strongly  inclined  to  believe 
that  in  inflammatory  diseases  of  the  appendages  requiring  an  opera- 
tion, where  an  ovary  is  left,  it  is  more  likely  to  require  a  secondary 
operation  for  the  removal  of  it  than  where  an  operation  is  made  for 
cystic  tumor.  I  have  had  occasion  to  operate  for  the  removal  of  the 
second  ovary  upon  four  or  five  cases  within  a  year  where  the  ovary 
had  been  left  in  supposed  conservative  work  in  inflammatory  diseases. 
This  is  not  conservative  work,  if  we  leave  the  patient  in  a  position  to 
have  to  be  subjected  to  a  section  in  a  year  or  so  after  the  first  oper- 
ation. 

Dr.  Willis  G.  Macdonald,  of  Albany. — I  rise  simply  to  indorse 
Avhat  Dr.  Vander  Veer  has  said  in  regard  to  our  work  in  Albany. 
We  are  agreed  in  our  minds  as  to  the  best  practice  for  us  to  follow.  I 
know  of  three  surgeons,  Fellows  of  this  Association,  who  have  had  to 
open  the  abdomen  more  than  twenty  times  during  the  last  year  in 
undoing  and  removing  portions  of  ovaries  which  have  been  treated 
conservatively.  It  strikes  me  that,  aside  from  and  beyond  and  lying 
all  about  this  problem,  are  some  generally  conceived  notions,  in  which 
there  is  not  a  great  deal  of  truth,  in  regard  to  certain  neurasthenic 
symptoms  from  which  women  suffer  in  connection  with  disease  of  the 
pelvis.    It  has  been  the  experience  of  many  surgeons,  particularly  in 
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the  last  few  years,  that  unless  there  was  palpable  disease  of  the  organs 
of  generation,  laparatomies  for  the  removal  of  the  uterine  appendages 
did  very  little  good.  But  we  have  good  general  practitioners  who  have 
neurasthenic  headaches  and  backaches  and  retroversions  of  the  uterus 
so  thoroughly  fixed  in  their  minds,  who  have  treated  these  patients  for 
neurasthenic  conditions  with  very  little  success,  that  they  have  been 
placed  in  the  hands  of  neurologists,  the  rest-cure  treatment  carried  out 
without  material  improvement,  and  finally  they  come  to  us  for  repair. 
The  removal  of  the  uterine  appendages,  vaginal  fixation,  the  Alexan- 
der operation,  does  very  little  good  for  these  women.  They  improve 
after  operation,  it  is  true ;  but  at  the  end  of  six  months  or  more  they 
are  practically  no  better.  It  was  in  this  class  of  cases  that  Dr.  Battey 
instituted  what  is  known  as  normal  ovariotomy. 

Dr.  Thomas  J.  Maxwell,  of  Keokuk,  Iowa. — I  wish  to  add  my 
experience  to  that  already  given  by  the  other  Fellows,  so  far  as  sec- 
ondary operations  are  concerned,  although  it  is  not  very  extensive. 
Some  five  or  six  years  ago  a  woman  came  to  me  with  pyosalpinx  of 
the  left  tube,  with  an  intermittent  discharge  of  pus  through  the  rec- 
tum. I  operated,  removing  the  sac  containing  the  pus,  opening  up 
the  connection  with  the  rectum,  leaving  a  considerable  opening,  which 
I  was  unable  to  close  during  the  operation.  I  left  the  opposite  ovary. 
She  had  not  menstruated  for  years  during  the  existence  of  the  pyo- 
salpinx, and  the  ovary  on  the  right  side  was  so  small  that  I  coukl 
scarcely  tell  whether  there  was  any  ovary  there  or  not.  I  did  not  attempt 
to  remove  it.  I  inserted  a  drainage-tube  down  to  the  opening  in  the 
rectum,  kept  the  bowels  from  moving  for  seven  days  in  order  that  I 
might  have  a  barrier  set  up  around  the  drainage-tube,  so  that  if  the 
fecal  matter  did  pass  up  through  the  opening  in  the  bowel  it  would  not 
enter  the  abdominal  cavity,  and  when  the  bowels  were  moved  the  fecal 
matter  came  out  freely  around  the  tube  without  infecting  the  perito- 
neum. At  the  end  of  about  three  weeks  the  fecal  fistula  closed,  and 
the  woman  recovered  rapidly,  gaining  forty  pounds  in  ten  weeks.  She 
returned  in  about  a  year  after  leaving  the  hospital  and  insisted  upon 
having  the  other  ovary  removed.  She  said  she  had  done  well  for  five 
or  six  months  after  the  operation  ;  that  menstruation  was  established, 
but  became  very  painful,  and  she  began  to  suffer  in  health.  The  re- 
maining ovary  became  very  tender  and  exquisitely  sensitive.  I  made 
a  secondary  operation  and  removed  it,  since  which  she  has  enjoyed 
good  health. 

Another  case,  a  youug  woman,  who  was  neurotic  and  had  great  sen- 
sitiveness of  the  ovaries  and  almost  convulsive  seizures  at  the  time  of 
menstruation,  suffered  continuously  from  tenderness  on  the  left  side. 
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I  removed  the  ovary,  which  presented  an  encysted  condition.  I  did 
not  remove  the  ovary  on  the  right  side,  as  I  could  discover  no  par- 
ticular disease  in  it.  After  recovering  from  the  operation  the  sensitive 
condition  attacked  the  right  ovary,  and  all  of  the  symptoms  from 
which  the  woman  suffered  on  the  left  side  were  reproduced  on  the 
right  side.  I  therefore  removed  the  right  ovary,  as  a  result  of  the 
transference  of  the  neurotic  condition  to  it.  Perhaps  I  may  not  have 
gotten  at  the  cause ;  the  cause  may  have  been  a  remote  one.  As  has 
been  stated  here,  we  often  mistake  remote  causes  for  disease  of  the 
ovaries.  I  have  removed  ovaries  and  tubes  completely  where  patients, 
after  recovering  from  the  operation,  have  been  apparently  healthy 
thereafter. 

Dr.  James  F.  W.  Ross,  of  Toronto. — The  subject  of  removal  of  the 
ovaries  to  relieve  symptoms  has  been  settled.  We  now  want  to  settle 
the  question  regarding  what  is  called  the  conservative  treatment  of 
certain  pathological  changes  that  are  supposed  to  occur  in  the  ovary. 
It  seems  odd  to  me  that  while  we  have  macroscopic  changes  present  we 
have  no  such  train  of  symptoms  as  are  credited  to  these  microscopic 
changes  of  which  we  hear  so  much.  I  do  not  agree  with  those  who 
operate  or  consider  operation  necessary  for  sclero-cystic  diseases  of  the 
ovary  or  sclero-microcyst  of  the  ovary.  The  atrophic  ovary  of  the 
menopause  requires  no  operation,  neither  does  the  edematous  ovary  of 
pregnancy  or  the  enlarged  fibrous  ovary  accompanying  myomatous 
disease.  In  the  latter  case  removal  of  the  ovaries  may  be  the  correct 
treatment  for  the  condition  present,  namely,  the  myomatous  growth. 
The  ovary  undergoes  great  changes  within  normal  limits.  All  careful 
observers  have  seen  these  changed  conditions  without  attributing  any 
ill  health  to  them.  Pathologists  are  liable  to  err  in  this  connection. 
It  is  particularly  difficult  to  define  the  limits  of  health  and  disease  in 
an  ovary.  If  a  surgeon  removes  a  pair  of  ovaries  he  naturally  wants 
some  backing  by  the  pathologist.  The  disease  may  be  a  microscopic 
one,  one  that  is  difficult  to  find  and  one  that  certainly  does  not  justify, 
in  my  opinion,  ablation  of  these  organs  so  sacred  to  women.  The  cases 
supposed  to  require  ignipuncture  and  resection  I  scarcely  consider  re- 
quire any  immediate  operation.  These  cases  would  get  well  without 
operation,  and  when  operated  on  the  results  are,  of  course,  most  bril- 
liant. Others,  again,  are  of  the  nervous  type,  and  would  not  be 
healthy  if  everything  in  sight  was  removed.  All  of  these  classes  can 
afford  to  wait ;  they  can  easily  be  operated  on  later,  when  there  is  some 
gross  pathological  change  to  be  found  with  the  finger  and  the  eye. 

I  constantly  refuse  to  operate  for  ovarian  disease  unless  some  en- 
largement in  the  pelvis  can  be  made  out  by  the  finger  on  examination 
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under  an  anesthetic.  In  cases  in  which  we  have  a  certain  amount  of 
fever  and  pain  and  ill  health,  we  afterward  have  an  enlargement;  a 
tumor  makes  its  appearance  in  time.  These  are  cases  of  infected  tuhe 
and  ovary.  It  occasional^  happens  that  operation  may  be  called  upon 
for  exploratory  purposes ;  but  when  an  exploratory  operation  is  per- 
formed, organs  requiring  a  microscope  to  detect  a  pathological  change 
should  not  be  removed.  There  is  plenty  of  time  for  operation  after 
gross  pathological  changes  have  taken  place.  When  we  operate  before 
that  period  we  are  doing  more  than  we  are  called  upon  to  do.  The 
patients,  at  any  rate,  can  afford  to  wait,  even  if  the  surgeon  cannot. 

Dr.  W.  E.  B.  Davis,  of  Birmingham,  Ala. — Just  a  few  words  in 
regard  to  the  points  brought  out  by  Dr.  Vander  Veer,  for  whose  opin- 
ions we  have  the  greatest  respect.  I  feel  it  would  be  unfortunate  for 
it  to  go  out  from  this  Association  that  we  approve  of  the  removal  of 
healthy  ovaries,  simply  because  the  appendages  on  one  side  are  dis- 
eased and  require  removal.  I  believe  if  Mr.  Tait  had  practised  what 
is  generally  done  now — and  I  have  no  doubt  he  does  it  himself  at 
present — namely,  curettement  of  the  uterus  before  removing  the  ovary 
and  tube  on  one  side,  he  would  not  have  had  so  many  cases  of  disease 
on  the  other  side  following.  We  can  save  many  cases  that  come  to  a 
subsequent  operation  by  curetting  the  uterus  before  removing  the  tube 
and  ovary  on  one  side.  The  question  is  not  whether  the  ovary  is  of 
value,  and  whether  a  woman's  ovaries  should  be  saved.  We  all  admit 
that  they  should  be  saved,  but  in  what  proportion  of  cases  can  we  ac- 
complish this?  I  do  not  believe  that  much  can  be  accomplished  in 
cases  of  adherent  tubes  and  ovaries,  and  particularly  gonorrheal  cases. 
I  maintain,  however,  that  there  are  many  cases  of  puerperal  pus-tubes 
and  ovarian  abscesses  that  can  be  cured  by  simply  incising  the  ab- 
scesses. It  is  true  a  number  of  them  will  come  back  for  a  subsequent 
operation  for  the  removal  of  these  organs ;  but  this  procedure  is  so 
simple,  so  devoid  of  danger,  that  we  should  give  young  women  the 
benefit  of  it.  My  experience  warrants  me  in  practising  vaginal  section 
in  cases  of  peritubal  and  tubal  abscesses  of  puerperal  origin. 

Dr.  Sherwtood-Duxx  (closing  the  discussion). — I  congratulate  my- 
self exceedingly  on  the  discussion  that  has  been  brought  out  by  my 
very  limited  paper,  and  I  ought  to  confess  that  it  was  written  for  the 
express  purpose  it  has  succeeded  in  engendering — a  free  discussion. 
As  most  of  you  know,  my  medical  education  and  practice  have  in  later 
years  been  in  European  centres,  and  I  have  practically  lived  only  two 
years  of  my  medical  life  in  my  native  land.  I  am  therefore  completely 
ignorant  of  the  sentiment  and  practice  and  feeling  of  my  compatriots, 
and  I  am  desirous  of  becoming  familiar  with  them  as  soon  as  possible. 
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I  have  listened  with  interest  to  the  remarks  of  Drs.  McMurtry,  Car- 
stens,  Walker,  Cashing,  Macdonald,  and  Hall,  all  of  which  have  been 
along  the  same  line.  Dr.  McMurtry,  in  his  inimitable  style,  and  with 
the  eloquence  of  his  address  and  rhetoric,  which  none  can  deny  or  ex- 
pect to  equal,  places  my  paper  where,  in  the  opinion  of  all  those  gen- 
tlemen mentioned,  it  properly  belongs.  But,  gentlemen,  I  maintain 
that  the  statistics  I  have  presented  for  your  consideration  this  after- 
noon cannot  be  relegated  to  obscurity  by  glittering  generalities.  I 
will  venture  to  say,  without  fear  of  being  thought  Franco- American, 
that  the  methods  that  are  pursued  in  the  European  hospitals  in  regard 
to  these  cases  and  the  securing  of  statistics  are  very  much  more  thor- 
ough, methodical,  more  complete  and,  on  the  whole,  much  more  satis- 
factory than  those  that  are  pursued  among  us.  This  is  not  because  of 
the  fault  that  lies  within  ourselves,  but  it  is  due  to  the  exquisite  organ- 
ization that  governs  those  institutions.  As  most  of  you  know,  all  of 
the  hospitals  in  Paris  are  Government  institutions.  They  are  all  hos- 
pitals of  public  charity.  If  Baron  de  Rothschild  desired  to  have  the 
care  of  any  distinguished  surgeon  who  presides  over  any  one  of  these 
institutions  he  would,  perforce,  have  to  enter  the  institution  as  a  charity 
patient.  There  are  no  pay  patients  received  into  those  institutions. 
The  statistics  which  I  have  presented  this  afternoon  were  secured  in 
the  following  manner :  When  a  patient  enters  the  hospital,  her  name 
and  address,  with  her  medical  history,  are  placed  on  the  hospital  rec- 
ords ;  a  detailed  account  of  the  operation  in  her  case  follows,  space 
being  left  for  post-operative  observations.  When  she  leaves  the  hos- 
pital she  is  furnished  with  a  number  of  postal-cards  by  the  chef  de 
clinique,  who  exacts  a  promise  from  her  that  she  will  write  the  hos- 
pital once  every  six  months,  telling  of  any  unusual  symptoms  she  may 
have,  and,  in  general,  her  opinion  as  to  the  results  of  her  operation. 
These  reports  come  into  our  hands  and  are  added  to  the  history  of  her 
case.  If  there  are  indications  of  post-operative  troubles,  we  immedi- 
ately write  the  patients,  if  within  the  city  of  Paris,  asking  them  to  come 
to  the  clinic  on  the  clinic  day.  They  come  and  present  the  card. 
We  have  a  series  of  printed  questions  that  we  methodically  ask  them, 
from  A  to  Z ;  we  receive  their  replies,  and  they  are  added  to  their 
hospital  history.  The  result  is,  in  a  number  of  years  afterward  we 
can  secure  a  complete,  comprehensive,  and  reliable  report  as  to  the 
effect  of  any  operation  upon  any  patient  upon  whom  you  wish  to  fol- 
low this  line  of  investigation.  The  one  hundred  cases  which  I  have 
presented  this  afternoon  were  not  operated  on  for  minor  lesions,  by 
any  means.  They  comprised  those  cases  operated  on  for  fibroids, 
neoplasms,  inflammatory  conditions  with  bulging  pus-tubes — in  short, 
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every  conceivable  condition  that  comes  to  the  hand  of  the  experi- 
enced surgeon,  and  the  results  of  these  operations  are  tabulated  in  per- 
centages. I  did  not  come  before  this  distinguished  and  educated  body 
of  men  to  say  that  a  patient  feels  pretty  well,  and  she  has  got  no  par- 
ticular fault  to  find  with  the  operation  ;  but  by  the  light  of  a  consid- 
erable number  of  years  of  method  and  research,  I  have  presented  for 
your  consideration  a  series  of  phenomena  which  exist  in  78  per  cent, 
out  of  oue  hundred  cases.  I  do  not  believe  the  constitution  of  a 
French  woman,  or  her  anatomical  formation,  materially  differs  from 
that  of  her  American  sister,  and  that,  in  the  hands  of  the  able  sur- 
geons we  have  at  home,  the  results  of  these  operations  are  materially 
different  from  what  they  are  in  France. 

It  gave  me  great  pleasure,  in  the  course  of  this  discussion,  to  listen 
to  the  remarks  of  Dr.  Reed,  of  Middleport,  and  Dr.  Maxwell,  who 
have  had  experience  in  this  conservative  line  of  work  which  is  emi- 
nently satisfactory,  and  which  leads  me  to  believe  that  they  practice 
what  I  have  been  heartily  in  favor  of  long  before  I  commenced  the 
study  of  medicine. 

The  array  of  cases  presented  before  this  society  by  one  of  the  dis- 
tinguished men  in  the  American  profession,  a  man  whose  experience 
is  second  to  none  in  this  part  of  the  country — Dr.  Mann,  of  Buffalo — 
gave  me  the  greatest  satisfaction.  I  believe  that  his  experience  will 
be  the  experience  of  the  majority  of  operators  whose  diagnosis,  tech- 
nique, and  operative  treatment  will  follow  this  line  of  conservatism. 

In  respect  to  the  remarks  made  by  our  honorable  President  regard- 
ing pathological  changes  and  the  perfection  of  diagnosis  of  micro- 
scopical changes  in  the  ovary,  I  should  like  very  much  to  refer  him 
to  an  article  which  appeared  in  the  Revue  de  Gynecologie  for  January 
and  February,  published  in  Paris,  in  which  my  celebrated  master, 
Professor  Pozzi,  second  to  none  in  authority,  enters  into  a  very  lengthy, 
learned,  and  scholarly  consideration  of  the  microscopic-pathological 
changes  that  take  place  in  the  ovary. 

In  referring  to  the  strictures  which  have  been  placed  upon  my  judg- 
ment in  operating  upon  the  two  cases  which  I  presented  for  your  con- 
sideration, I  think  I  have  ample  vindication  in  their  subsequent  his- 
tory. The  first  case  had  for  eighteen  years  or  more  gone  from  the  office 
of  one  physican  to  another.  She  had  twice  undergone  the  experience 
of  a  European  voyage  and  had  come  under  the  observation  of  one  of 
the  most  celebrated  men  in  Paris,  Professor  Charcot,  and  under  his 
treatment  she  had  derived  some  temporary  benefit.  On  opening  her 
abdomen,  the  diagnosis  I  had  made  of  her  condition  six  months  pre- 
viously was  verified,  and  in  the  resection  of  her  ovaries  I  left  one-third 
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of  each  in  situ.  In  thirty  days  from  the  time  of  resection  of  the 
ovaries  she  menstruated  without  pain,  although  scanty.  During  the 
next  menstrual  period  the  flow  was  greater  in  quantity,  and  she  said 
she  was  absolutely  without  pain  for  the  first  time  in  eighteen  years. 
Four  months  afterward  she  married,  and  today  she  is  five  months 
pregnant,  having  gained  twenty  odd  pounds  in  weight,  not  having 
suffered  any  pain  a  day  since  the  operation.  I  ask  for  no  better  in- 
dorsement of  both  my  diagnosis  and  line  of  treatment  than  this. 

Dr.  Cushing  particularized  in  his  remarks,  saying  that  the  statistics 
bearing  upon  radical  surgery  were  inaccurate,  if  I  understood  him 
correctly.  If  he  will  look  at  the  April  and  May  numbers  of  the 
Revue  de  Gynecologie  he  will  find  an  article  written  by  Dr.  Jayle,  in 
which  he  gives  a  series  of  statistics  covering  one  hundred  and  fifty-six 
cases  of  post- operative  phenomena,  and  he  will  find  that  the  percent- 
ages therein  set  forth  as  following  cases  of  double  ovariotomy  in  the 
younger  class  of  women  not  only  substantiate  what  I  have  said,  but 
go  further  than  those  I  have  presented  in  my  own  series.  The  fact,  as 
he  states,  that  women  come  to  us  pleading  to  have  their  ovaries  re- 
moved, a  thing  which  happens  to  every  man  in  practice,  is  all  the  more 
reason  why  we  should  stand  between  them  and  post-operative  acci- 
dents, which  increased  experience  and  accumulated  statistics  have 
proved  to  us  as  being  generally  prevalent. 

I  should  not  be  so  presumptuous  as  to  attempt  to  bring  before  this 
distinguished  body  of  physicians  any  personal  observations  that  might 
look  to  you  as  an  attempt  at  teaching.  I  am  a  pupil,  and  I  am  learn- 
ing. It  has  been  my  good  fortune  to  stand  by  the  side  of  some  of  the 
most  celebrated  living  operators,  and  I  think  in  the  course  of  five 
years'  hospital  experience  and  private  practice  I  have  probably  seen 
the  ovaries  exposed  in  two  thousand  cases,  and,  in  direct  opposition 
to  the  opinion  of  our  distinguished  President,  it  is  an  established  fact 
that  the  micro-pathologic  changes  in  the  ovary,  sclero-,  microcystic, 
megalocystic,  and  profuse  edematous  changes  are  the  most  frequent 
causes  of  derangement  and  of  the  excruciating  pain  that  accompanies 
the  menstrual  function. 

Dr.  Duff  in  his  remarks  cited  several  cases  in  his  own  practice 
which  are  a  striking  testimony  to  the  correctness  of  the  position  taken 
in  my  paper.  My  statistics  show  that  double  castration  in  young  women 
is  generally  followed  by  certain  nervous  phenomena.  Dr.  Duff  men- 
tioned a  case  where  his  operation  was  followed  by  nymphomania, 
another  by  acute  mania  ;  a  feeble-minded  patient  whose  mental  condi- 
tion was  improved  after  the  operation  ;  another  who  was  on  the  road 
to  the  asylum,  and  after  operation  her  mind  was  relieved  and  she 
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gained  thirty-eighty  pounds  in  weight ;  another  where  great  depres- 
sion, fear,  and  insomnia  were  present,  and  all  disappeared  after  the 
operation. 

In  closing,  I  wish  to  express  my  gratification  for  the  manner  in 
which  the  Fellows  have  brought  out  so  admirable  and  full  a  discus- 
sion, knowing  as  I  do  that  the  opinions  of  the  men  present  are  repre- 
sentative of  my  branch  of  the  profession. 


THE  TECHNIQUE  OF  THE  DRY  METHOD. 
By  EDWIN  WALKEE,  M.D., 

EVANSVILLE. 


Ever  since  the  era  of  antiseptic  surgery  the  question  of  technique 
has  been  all-important.  Changes  have  followed  the  growth  of  our 
knowledge  of  bacteriology  and  a  more  careful  study  of  the  means 
and  avenues  of  infection.  Much  of  the  paraphernalia  of  the  earlier 
work  has  been  found  unnecessary  and  even  dangerous.  The  devel- 
opment has  been  toward  simpler  methods,  and  striving  at  asepsis 
rather  than  antisepsis.  We  kuow  now  that  the  chief  avenues  of 
infection  are  the  hands  of  surgeon,  the  skin  of  the  patient,  the  in- 
struments, sponges,  and  dressings,  and  if  these  are  rendered  sterile 
there  is  little  to  fear.  The  simplest  method  we  can  find  to  accom- 
plish this  result,  the  one  that  employs  the  fewest  details,  will  be 
the  best.  These  conditions  the  dry  method  fully  meets.  By  the 
dry  method  I  mean  a  technique  in  which  no  water  or  other  fluid  is 
used.  This  does  not  apply  to  the  preparation  before  the  operation. 
The  hands  of  the  operator  and  assistants,  and  the  skin  or  mucous 
membrane  of  the  patient,  require  the  free  use  of  water ;  but  after 
the  first  stroke  of  the  knife,  until  the  wound  is  closed,  not  a  drop 
of  water  is  used. 

This  is  not  a  new  method.  It  was  proposed,  so  far  as  I  know, 
first  by  Landere  in  1889.  His  plan  was  to  sponge  out  the  wound 
with  dry  bichloride  gauze.  He  used  no  water.  Since  that  time 
many,  perhaps  all,  surgeons  have  used  less  water  than  formerly, 
and  a  few  have  adopted  the  strictly  dry  method.1  It  has  never 
come  into  general  use,  as  I  think  it  should,  and  for  this  reason  I 
wish  to  call  your  attention  to  it,  believing  that  you  will  fiud  much 
comfort  from  its  adoption.  We  have  been  gradually  working 
toward  the  dry  method  for  seven  or  eight  years,  and  for  three  years 
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past  Dr.  Owen  and  myself  have  practically  used  no  other,  and  our 
results  have  been  so  satisfactory  that  we  have  been  continually 
extending  its  use,  until  practically  everything  is  done  by  this 
method.  In  order  that  you  may  judge  of  its  value,  I  will  give 
you  briefly  our  entire  technique. 

In  the  first  [dace,  we  avoid  infection  as  far  as  possible.  Our 
nurses  are  instructed  to  use  every  precaution  to  prevent  soiling  the 
hands  in  septic  cases,  and  to  thoroughly  disinfect  the  hands  after 
any  suspicion  of  contamination.  Every  instrument  used  is  sterilized 
before  it  is  put  away.  In  fact,  in  every  possible  way  we  try  to 
keep  ourselves,  as  well  as  our  institution,  free  from  infection. 

The  hands  are  scrubbed  thoroughly  with  a  brush  with  liquid 
soap  (equal  parts  of  green  soap,  glycerin,  alcohol)  and  repeatedly 
rinsed  in  sterile  water.  Then  they  are  wiped  off  with  alcohol,  then 
dipped  for  two  minutes  in  bichloride  solution  1  : 1000,  and  then 
washed  off  with  salt  solution.  The  latter  is  to  take  off  the  excess 
of  bichloride,  in  order  that  it  may  not  get  into  the  wound  ur  blacken 
or  dull  the  instruments. 

The  field  of  operation  is  prepared  in  the  same  way,  except  that 
the  s?rubbing  is  repeated  daily  for  two  or  three  days  before  the 
operation,  if  possible,  and  a  soap-poultice  used  at  night.  Care  is 
observed  not  to  unduly  irritate  the  skin.  Dermatitis  does  not  favor 
asepsis. 

The  instruments  have  usually  been  sterilized  in  a  hot-air  oven  at 
a  temperature  of  300°  F.  for  half  an  hour;  but  recently  we  have 
abandoned  this,  at  the  recommendation  of  our  bacteriologist,  and 
they  are  now  boiled  in  soda  solution  for  five  to  ten  minutes.  They 
are  wrapped  in  towels  or  placed  in  metal  boxes,  which  are  opened 
only  at  the  time  of  operation.  They  are  not  immersed  in  any  fluid, 
but  laid  upon  dry,  sterile  towels  in  suitable  dishes  to  keep  them 
from  rolling  away  or  becoming  displaced. 

All  sponges,  dressings,  cotton,  towels,  and  gowns  are  sterilized  by 
steam  under  fifteen  pounds  pressure  (Kny  sterilizer).  These  are 
placed  in  tin  vessels  or  wrapped  in  towels  and  kept  closed  until 
ready  for  use.  The  spouges  are  made  of  gauze  enclosing  absorbent 
cotton,  the  flat  ones  several  layers  of  plain  gauze  whipped  together. 
It  has  been  objected  that  the  gauze  sponges  are  not  sufficiently 
absorbent.  We  have  not  found  this  to  be  the  case,  nor  have  we 
found  any  difficulty  in  rendering  them  absolutely  sterile.  Plain 
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gauze  is  used  for  every  purpose  except  packing  the  uterus  and  those 
rare  instances  where  drainage  is  used,  when  the  iodoform-gauze  is 
preferred. 

The  silk  ligatures  are  wrapped  on  spools  and  placed  in  glass 
boxes,  and  the  silkworm-gut  and  silver-wire  in  long,  narrow  glass 
tubes,  and  all  sterilized  by  steam,  as  are  the  dressings.  The  plain 
catgut  is  boiled  in  alcohol,  and  the  chromicized  is  prepared  after 
Edebohls's  method.  Thus  you  see  the  aim  is  to  thoroughly  sterilize 
everything  and  bring  all  into  the  operating-room  or  the  patient's 
house  without  having  been  handled  or  disturbed.  This  is  a  con- 
venience for  operations  done  in  the  patient's  house,  for  you  have 
all  that  is  needed  without  using  anything  on  the  premises,  and  you 
know  accurately  the  preparation  of  every  article. 

After  the  patient  is  placed  on  the  table,  the  dressing,  usually 
plain  gauze,  is  removed  from  the  field  of  operation  and  sterilized 
towels  adjusted  as  usual.  The  instruments  are  unwrapped  and 
everything  is  in  readiness.  The  sponges  are  used  dry,  and  thrown 
away  when  soiled  ;  we  never  try  to  use  them  the  second  time.  The 
flat  sponges  in  the  abdomen  are  also  used  dry,  and  are  provided 
with  a  cord  which  is  clamped  with  a  pincette.  The  latter  is  left 
outside,  so  tliat  the  sponge  cannot  be  forgotten  and  left  in  the 
abdomen. 

In  aseptic  cases  this  method  leaves  nothing  to  be  desired.  The 
sponges  are  absorbent,  the  wound  is  easdy  kept  free  from  blood, 
and  wheu  you  are  ready  to  close  the  wound  it  is  covered  with 
plasma  and  living  cells  of  the  blood.  "What  better  condition  could 
we  have  for  immediate  union  ?  I  believe  vou  will  all  ao-ree  in  these 
cases  it  is  the  simplest  and  best  method,  for  in  aseptic  cases  there  is 
really  nothing  to  wash  out.  The  whole  object  is  to  have  a  dry, 
clean  wound  in  which  blood  does  not  accumulate.  This  the  dry 
method  accomplishes  to  perfection. 

In  septic  cases  there  is  some  reason  to  doubt  its  efficacy,  but  ex- 
perience has  convinced  us  of  its  superiority  in  this  class  also,  although 
there  may  be  a  few  exceptions,  which  I  will  briefly  discuss  later  on. 
We  should  remember,  in  the  first  place,  that  septic  cases  cannot 
be  rendered  aseptic  by  any  amount  of  washing.  Suppose  we  have 
a  simple  ulcer  to  deal  with.  We  know  full  well  that  no  amount 
of  fluid  will  render  it  aseptic.  The  same  is  true  in  abscess.  In  a 
few  instances  in  the  latter  it  may  be  more  convenient  mechanically 
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to  clean  out  the  debris  with  water,  but  dry  sponging  will  generally 
suffice.  If  the  pyogenic  membrane  Is  to  be  dissected  or  curetted 
out  the  water  is  superfluous.  Dry  sponging  will  clean  the  whole 
surface  admirably. 

In  intra-uterine  work  it  is  entirely  satisfactory.  I  have  written 
an  article,  published  in  the  Southern  Surgical  and  Gynecological 
Transactions,  which  covers  this  branch,  and  I  will  not  discuss  it 
here.  Suffice  it  to  say  that  in  curettoments  and  removal  of  the 
products  of  conception,  or  in  other  intra-uterine  work,  it  leaves 
nothing  to  be  desired. 

It  is  not  my  purpose  to  enter  into  an  extended  discussion  of  this 
method.  I  believe  that  all  of  you  will  readily  grant  that  in  a  large 
number  of  cases  it  would  be  efficient.  Its  simplicity  commends  it. 
There  is  no  other  technique  as  simple  and  as  free  from  unnecessary 
details  as  this.  As  I  said  before,  in  all  aseptic  cases  it  is  certainly 
sufficient.  The  only  doubt  in  any  one's  mind  would  be  in  those 
infected  cases  where  there  is  much  pus  or  debris  to  be  removed.  It 
is  hard  for  us  to  let  go  of  traditions,  and  water  and  cleanliness  have 
been  considered  inseparable,  hence  our  tendency  to  wash  and  irri- 
gate has  been  irresistible;  but  experience  as  well  as  experimental 
study  has  fully  settled  that  disinfection  cannot  be  accomplished  in 
infected  cases  by  fluids. 

There  are  two  kinds  of  cases  in  which  our  experience  has  been 
thus  far  too  meagre  to  give  a  definite  expression.  The  first  of  these 
is  puerperal  sepsis.  We  have  used  this  method  exclusively  in  the 
treatment  following  abortions,  and  the  results  have  been  entirely 
satisfactory.  Some  of  these  have  been  after  the  fifth  month,  and 
many  of  them  markedly  septic,  having  temperature  ranging  from 
100°  to  104°.  All  of  these  did  well,  the  temperature  falling 
promptly  to  normal,  and  the  patients  rapidly  recovered.  From 
this  we  would  be  inclined  to  use  it  also  in  a  puerperal  case ;  but 
in  this,  the  uterus  being  very  large,  it  may  not  drain  as  thoroughly 
as  the  smaller  ones,  and  experience  must  settle  this.  We  have 
used  it  in  a  few  cases,  but  iu  all  of  them  some  other  plan  of  treat- 
ment had  also  been  employed,  so  we  do  not  consider  them  of  any 
value  in  this  discussion.  The  treatment  of  these  cases  by  irriga- 
tion has  been  far  from  satisfactory ;  many  have  died,  and  not  a 
few  have  been  made  distinctly  worse  by  it.  I  have  often  seen  a 
sharp  rise  of  temperature  after  an  intra-uterine  douche  and  pelvic 
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peritonitis  arise  that  I  thought  due  to  it.  Two  cases  of  tetanus1 
occurred  in  the  maternity  of  the  University  of  Pennsylvania  which 
were  supposed  to  have  been  caused  by  an  intra-uterine  douche, 
although  the  water  was  supposed  to  be  sterile. 

The  other  class  of  cases  is  in  septic  peritonitis,  localized  or  gen- 
eral. In  operations  for  pus-tubes,  appendicitis,  or  any  localized 
collections  of  pus  we  never  flush,  but  wipe  out  with  dry  sterile 
gauze.  There  may  be  some  cases  of  general  septic  peritonitis  with 
a  large  amount  of  pus  in  which  irrigation  might  be  better,  although 
I  doubt  this  very  much.  The  introduction  of  a  large  amount  of 
fluid  into  the  peritoneal  cavity  seems  to  me  an  unnatural  proceed- 
ing and  not  free  from  harm,  because  the  fluid  may  not  be  sterile, 
and,  besides,  may  serve  to  diffuse  the  poison  where  it  is  otherwise 
localized.  It  is  a  well-known  fact  that  in  the  presence  of  ascites 
the  peritoneum  cannot  withstand  infection  as  well.  It  seems  to 
me  more  rational  to  wipe  out  all  infection  possible  and  then  leave 
it  dry.  We  know  that  the  peritoneum  can  successfully  cope  with 
a  quantity  of  infectious  matter,  and  it  probably  does  this  by  taking 
up  all  moisture,  and  thus  starving  out  the  bacilli.  All  pyogenic 
germs  require  moisture  for  their  growth.  Dr.  Clark,  in  his  able 
article  on  drainage,2  quotes  Dr.  Finney,  who  treated  several  cases 
of  general  septic  peritonitis  by  mopping  out  with  gauze  moistened 
with  salt  solution,  and  they  all  did  very  well. 

We  have  recently  had  a  case  of  appendicitis  with  severe  perito- 
nitis extending  almost  to  the  entire  right  side,  in  which,  when  the 
abdomen  was  opened,  a  large  quantity  of  thin,  fetid,  stinking  pus 
and  feces  was  found  loosely  held  by  adhesion.  Bacteriological 
examination  revealed  streptococci  in  large  numbers,  the  peritoneum 
thick  and  black.  In  this  case  no  irrigation  was  used,  but  mop- 
ping with  dry  sponges  entirely  relied  upon.  This  case  was  also 
closed  without  drainage.  No  extension  of  the  peritonitis  followed; 
the  external  wound  suppurated  to  the  depth  of  the  adipose  tissue, 
the  muscles  united  well,  but  the  stitches  had  to  be  removed  on  the 
fourth  day,  and  the  wound  healed  by  granulation.  While  one 
case  cannot  do  much  toward  settling  the  entire  question,  this  is  a 
very  significant  one  in  regard  to  this  method  as  well  as  drainage. 

1  University  Medical  Magazine,  August,  1897. 

*  American  Journal  of  Obstetrics,  April  and  May,  1897. 
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In  this  case  the  peritoneum  and  the  muscles  were  able  to  cope  suc- 
cessfully with  the  poison,  but  the  fat,  being  poorly  supplied  with 
blood,  could  not  resist  the  invasion. 


DISCUSSION. 

Dr.  Joseph  M.  Mathews,  of  Louisville. — Mr.  President :  I  am 
much  obliged  to  you,  sir,  for  the  invitation  to  speak.  I  am  not  an 
active,  only  an  honorary,  Fellow  of  your  Association.  If  this  paper 
had  been  written  by  a  Kentuckian,  the  State  in  which  I  have  the  honor 
to  reside,  I  would  not  have  been  surprised,  for  it  is  accredited  to  us  that 
we  use  very  little  water ;  but  coming  as  it  does  from  a  sister  State — 
Indiana — I  must  confess  a  little  surprise.  I  am  familiar  with  the 
work  of  my  friend  (Dr.  Walker),  therefore  I  believe  in  every  state- 
ment he  has  made.  I  did  not  hear  all  of  his  paper.  Since  I  have 
been  here  and  listened  to  the  discussions,  it  appears  to  me  to  be 
your  custom  to  disagree  with  people,  to  which  no  exception  is  taken. 
(Laughter.)  Dr.  Walker  says  that  the  dry  method  has  never  been 
adopted  by  the  profession.  This  of  itself  is  enough  to  condemn  it. 
As  he  says,  it  is  not  a  new  thing,  but  an  old  method.  The  dry  dressing 
of  wounds  has  been  discussed  and  written  about  for  many  years.  I 
imagine  that  it  will  not  be  adopted  in  this  age  of  antiseptic  surgery, 
for,  if  you  will  permit  me,  I  believe  the  two  greatest  words  in  surgical 
practice  today  are  drainage  and  irrigation.  Irrigation  with  water.  I 
cannot  imagine  what  the  objection  to  water  is.  That  point  was  not 
brought  out  by  the  doctor.  He  merely  states  that  it  is  best  not  to 
use  water,  upon  the  idea,  I  presume,  as  he  intimated,  of  the  moisture 
of  the  dressings.  There  can  be  no  question  that  a  wound  receiving 
a  dry  dressing  would  do,  perhaps,  better  than  one  that  retained  its 
moisture ;  but  we  should  irrigate  first,  and  use  the  dry  method  after- 
ward. There  is  no  objection  to  getting  any  cavity  or  wound  as  per- 
fectly dry  as  possible  after  we  have  used  irrigation.  Surely,  it  cannot 
be  said  that  in  a  pus-cavity  we  can  get  into  the  spaces  and  mop  out, 
or  dry  out,  if  you  please,  as  well  with  a  sponge  as  we  can  by  irrigation. 
I  cannot  conceive  how,  within  the  abdomen,  in  those  cases  in  which 
irrigation  is  called  for,  it  would  be  possible  to  mop  out  with  a 
dry  sponge  the  thing  you  fear  most — viz.,  the  micro-organism  that 
will  cause  infection  or  sepsis.  If  you  will  take  external  wounds,  for 
instance,  such  as  I  deal  with  in  my  special  line,  cases  of  fistula  in 
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ano,  that  heal  by  second  intention,  where  a  great  deal  of  cutting  is 
done,  where  it  is  necesssry  to  rid  the  parts  of  pus,  you  cannot  accom- 
plish as  much  by  the  dry  method  as  you  can  by  irrigation.  I  scarcely 
see  how  it  is  possible.  We  must  recognize  the  fact  that  a  very  small 
number  of  micro-organisms  is  necessary  to  bring  about  infection.  It 
is  absolutely  necessary,  therefore,  to  rid  the  cavity  of  pus  in  order  to 
debar  micro-organisms  from  gaining  entrance.  Outside  of  this  it  must 
be  remembered  that  hot  (sterilized)  water  is  a  much  better  styptic  than 
a  dry  sponge.  We  sometimes  rely  upon  water  to  control  hemorrhage 
outside  of  bringing  about  cleanliness ;  therefore,  for  cleanliness,  get- 
ting rid  of  micro-organisms,  stopping  of  hemorrhage,  I  caunot  conceive 
of  a  better  agent  than  hot  water.  Irrigation,  to  my  mind,  is  one  of 
the  greatest  agents  today  that  the  surgeon  can  possibly  use.  I  cannot 
imagine  that  the  dry  method  is  practicable,  although  in  Dr.  AValker's 
work  it  may  be.  I  must  confess  that  I  have  not  tried  it,  but  theo- 
retically I  certainly  would  be  opposed  to  it.  I  do  not  believe  that  by 
a  careful  table  of  prepared  statistics  he  can  show  as  good  results  from 
the  dry  method  as  would  be  obtained  by  irrigation.  Perhaps  the  ex- 
perience of  others  may  not  coincide  with  mine,  but,  for  one,  I  could 
not  be  made  to  believe,  except  by  actual  demonstration,  that  the  dry 
method  is  preferable  to  irrigation. 

Dr.  H.  W.  Longyear,  of  Detroit. — It  seems  to  me  there  are  two 
sides  to  this  question,  and  in  certain  cases  I  must  say  I  agree  with  the 
essayist.  Irrigation  in  cases  of  suppurating  appendicitis,  where  the 
peritoneal  cavity  has  been  opened,  is  certainly  very  dangerous.  In  the 
first  place,  I  do  not  believe  it  is  possible  to  wash  all  of  the  large 
amount  of  surface  that  we  have  in  the  peritoneal  cavity.  Secondly, 
we  are  in  danger  of  distributing  the  germs,  which  are  only  around 
the  seat  of  disease,  throughout  the  whole  of  the  peritoneal  cavity, 
where  we  cannot  possibly  get  rid  of  them.  It  is  a  different  thing 
from  washing  out  a  cavity  in  the  pelvis  which  contains  pus.  We  wash 
it  out  through  the  abdominal  wound,  the  water  wells  up  and  out,  and 
very  little  goes  over  the  pelvic  brim.  I  have  tried  it  so  many  times 
that  I  know  it  is  so.  Water  does  not  go  above,  unless  the  tube  is 
placed  among  the  intestines  to  make  it  do  so.  So  I  think  it  is  very 
different  washing  out  the  whole  abdominal  cavity  and  washing  a 
cavity  simply  in  the  pelvis.  I  believe  one  can  do  very  much  damage 
by  endeavoring  to  wash  out  the  whole  abdominal  cavity.  I  have 
practiced  the  dry  method  a  good  deal,  and  have  been  very  well  satis- 
fied with  it.  Where  I  get  a  large  amount  of  debris  in  a  pelvic  opera- 
tion, I  always  wash  it  out,  but  before  I  do  so,  I  usually  place  a  pad 
against  the  intestines  to  prevent  the  water  ascending  into  the  abdom- 
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inal  cavity,  because  I  believe  by  so  doing  I  prevent  washing  of  the 
septic  material  upward. 

I  think  the  teaching  of  the  paper  is  good.  I  do  not  believe  we  can 
follow  it  in  every  case,  but  I  believe  it  should  be  usually  followed  in 
cases  of  appendicitis  where  the  abdominal  cavity  has  been  opened.  If 
it  has  not  been  opened,  and  we  have  simply  a  pus-cavity,  such  as  the 
speaker  who  preceded  me  mentioned  in  outside  operations,  I  think 
there  is  nothing  better  than  cleansing  and  irrigation.  I  would  dis- 
tinguish between  that  and  opening  into  the  peritoneal  cavity. 

Dr.  James  F.  Baldwin,  of  Columbus. — Dr.  Longyear  has  stated 
that  there  are  two  sides  to  this  question.  I  believe  there  are  three 
instead  of  two.  One  is  the  dry  method,  the  other  the  wet,  and  the 
third  the  moist  method.  The  latter  I  consider  the  safest.  It  is  a  well- 
recognized  fact,  established  by  laboratory  experiments,  that  if  the  in- 
testines are  exposed  to  dry  air  for  twenty  minutes  their  peritoneal 
covering  will  become  so  affected  that  when  the  intestines  are  returned 
to  the  abdomen  adhesions  will  form  between  adjacent  loops.  If  we 
apply  dry  sponges  we  hasten  this  drying  of  the  peritoneal  surface.  I 
think  nearly  all  operators,  however,  when  they  expose  the  intestines, 
are  careful  to  cover  them  by  moist  sponges  or  napkins  moistened  in 
normal  salt  solution  or  sterile  water.  I  am  personally  very  careful  to 
use  moist  sponges  or  pads  in  this  way.  Aside  from  this,  however,  it  is 
the  rarest  of  rare  events  that  would  lead  me  to  flush  out  the  pelvic  or 
abdominal  cavity.  I  have  done  it  a  few  times  in  the  attempt  to  save 
desperate  cases  of  general  septic  peritonitis,  but  I  have  almost  uni- 
formly failed.  I  formerly  believed  that  general  septic  peritonitis  was 
never  recovered  from,  and  I  still  think  that  view  is  correct,  unless  the 
disease  is  taken  very  early  in  its  progress,  within  the  first  two  or  two 
and  a  half  days,  as  has  been  shown  by  Dr.  Abbe. 

In  regard  to  intestinal  injuries,  I  think  it  unwise  to  flush  unless 
there  has  been  a  wide  diffusion  of  the  intestinal  contents.  In  that  case 
it  is  possible  that  careful  flushing  with  a  salt  solution  will  answer 
better  than  sponging,  yet  in  a  recent  case  upon  which  I  operated  and 
found  eight  perforations  of  the  intestine,  I  resorted  merely  to  careful 
moist  sponging,  and  recovery  was  absolutely  afebrile.  So  I  think 
the  cases  are  rare  in  which  it  will  be  necessary  to  flush  out  for  in- 
testinal perforations. 

Dr.  Thomas  J.  Maxwell,  of  Keokuk,  la. — There  seems  to  be  a 
happy  medium  between  the  dry  method  and  the  flushing  method,  and 
each  has  its  appropriate  conditions  and  indications.  In  some  cases  I 
think  the  dry  method  is  the  better.  In  cases  of  appendicitis,  with 
a  localized  infected  area,  we  may  contaminate  the  entire  abdominal 
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cavity  by  flushing.  But  we  have,  at  times,  cases  in  which  the  septic 
material  is  widely  diffused,  when  it  seems  almost  impossible  to  either 
sponge  or  dry  it  out.  I  recall  a  case  I  had  about  a  year  ago,  in 
which  a  multilocular  cyst  burst  while  the  patient  was  being  anesthe- 
tized, its  entire  contents  being  spread  over  the  abdominal  cavity,  leav- 
ing but  the  empty  sac  to  be  removed.  I  flushed  the  abdominal  cavity 
in  that  case  with  the  salt  solution,  using  gallons  of  it,  the  quantity 
being  important  in  order  that  every  part  of  the  cavity  might  be 
reached.  At  the  end  of  two  and  a  half  days  the  temperature  rose 
to  104°  F.,  and  the  pulse  to  130.  I  introduced  a  tube  well  back  under 
the  stomach,  through  the  opening  in  the  abdomen,  and  another  tube 
into  the  bottom  of  the  pelvis ;  through  the  first  I  poured  gallons  of 
sterile  salt  water.  The  woman  was  vomiting  green,  nasty  looking 
material,  such  as  we  so  much  dread  in  cases  of  septicemia  and  peri- 
tonitis, and  I  was  satisfied  that  I  had  a  true  case  of  septicemia.  I 
used  several  gallons  of  neutral  salt  solution,  at  a  temperature  a  little 
above  100°  F.  The  pulse  came  down,  while  using  this  irrigation,  from 
130  per  minute  to  112  or  less;  the  temperature  dropped  2°  in  less 
than  an  hour ;  the  vomiting  ceased  ;  the  bowels  had  not  moved  up  to 
this  time,  although  I  had  given  several  doses  of  salines.  Within  an 
hour  or  two  thereafter  the  bowels  moved  copiously.  The  temperature 
began  to  rise,  and  in  six  hours  I  repeated  the  free  irrigation,  when 
the  temperature  and  pulse  again  dropped.  I  kept  up  free  irrigations 
for  three  days,  until  all  symptoms  of  fever  had  subsided,  'the  vomiting 
ceased,  and  the  bowels  moved  freely  several  times  daily  without  admin- 
istration of  a  cathartic.  The  patient  asked  for  something  to  eat  within 
two  hours  after  the  first  irrigation.  This  is  a  case  in  which  I  irrigated 
and  saved  the  woman  from  death  from  septicemia.  So  we  have  cases 
that  recover  after  irrigation  that  would  not  by  the  use  of  dry  sponging. 

Dr.  Albert  Goldspohn,  of  Chicago. — I  am  very  glad  to  hear  the 
paper  of  Dr.  Walker,  particularly  as  to  the  results  of  the  dry  method. 
For  aseptic  cases  it  is  certainly  ideal.  Scientifically,  it  is  incorrect  to 
use  any  quantity  of  liquid,  particularly  antiseptic  solutions,  in  a  wound 
that  is  not  in  itself,  previous  to  operation,  infected.  It  is  true,  this 
technique  of  operating  tests  the  degree  of  perfection  that  the  operator 
and  all  his  assistants  and  paraphernalia  have  attained  in  becoming 
surgically  clean,  and  maintaining  this  cleanliness  through  the  operation, 
which  is  a  more  difficult  thing ;  but  it  can  be  done.  For  several  years 
I  have,  as  a  rule,  closed  clean  wounds,  as  in  operating  for  hernia,  in 
doing  the  Alexander  operation  and  ventral  incisions,  usually  without 
a  drop  of  free  water  being  used,  using  nothing  but  moist  sponges  that 
have  been  alluded  to.    A  scientific  objection  to  the  use  of  any  wash- 
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ing  treatment  in  a  sterile  wound  is  that  we  cannot  treat  the  tissues 
with  any  liquid  without  lowering  their  natural  capacity  to  defend 
themselves  against  the  infection  that  enters  more  or  less  into  every 
operation.  Nature  is  competent  for  this,  and  we  make  a  mistake  if 
we  attempt  with  our  art  to  clean  a  wound  that  nature  will  handle 
better  herself,  if  we  will  not  lower  her  capacities  to  deal  with  infection- 
The  dry  method  for  aseptic  cases  is  ideal,  but  it  is  different  altogether 
when  we  are  dealing  with  wounds  that  are  in  themselves  infected  pre- 
viously, and  therefore  require  not  merely  aseptic,  but  also  antiseptic 
surgery.  Then,  as  a  general  rule,  we  get  great  assistance  from  the 
mechanical  effect  of  a  current  of  water  in  cleansing  the  wound  of  all 
debris  or  infected  material,  or  germ-carriers.  This  general  experience 
of  the  majority  of  operators  declares  a  fact,  as  Dr.  Mathews  says, 
that  will  stand.  It  will  never  be  displaced.  This  is  a  fundamental 
division  for  antiseptic  surgery.  We  need  it  in  infected  wounds,  and 
water  or  other  solutions  that  are  better,  because  they  are  either  more 
innocent  or  more  active  than  water,  will  remain  staples.  An  excep- 
tion, however,  in  this  category  of  infected  wounds  arises  prominently 
in  case  of  the  abdominal  cavity.  The  abdomen  cannot  be  washed  out 
— that  is,  microscopic  quantities  of  filth  or  germ-carriers  cannot  be 
removed  by  any  amount  of  washing ;  but  macroscopic  quantities  of 
dead  matter  which  would  furnish  pabulum  for  germs  to  feed  on  can 
be  washed  out  when  clean  portions  of  the  abdominal  cavity  are  pre- 
viously walled  off  by  sponges.  Exhaustive  physiological  study  has 
taught  us  that  the  principal  lacteals  that  absorb  infective  matter  in 
the  abdominal  cavity  are  in  the  upper  stratum  in  the  neighborhood  of 
the  diaphragm.  Fortunately  for  us,  the  pelvis  is  proportionately 
poorly  endowed  with  them  ;  consequently  we  can  leave  a  great  deal  of 
septic  material  without  washing,  and  everything  goes  well.  But  when 
we  wash  the  general  abdominal  cavity  indiscriminately  for  small 
quantities  of  pus  or  other  germ  carriers  we  wash  more  of  it  up  into 
the  upper  part  against  the  diaphragm,  where  it  will  do  proportionately 
greater  harm  and  produce  shock  from  which  the  patient  is  less  likely 
to  recover.  Therefore,  irrigation  of  the  abdominal  cavity  I  practice 
exceedingly  little,  and  only  when  I  am  very  sure  I  have  walled  off  the 
general  peritoneal  cavity  by  sponges,  or  that  it  is  otherwise  walled 
off  by  nature. 

Dr.  Walker  (closing  the  discussion). — I  have  two  or  three  points 
to  speak  of  in  replying  to  the  remarks  that  have  been  made.  I  did 
not  attempt  to  cover  this  whole  question  in  my  paper.  I  have  written 
two  articles  before  on  this  subject,  in  which  I  go  more  into  details. 
One  objection  I  have  to  water  in  connection  with  the  technique 
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is,  that  if  we  can  dispense  with  any  one  thing  in  our  technique  we  are 
better  off.  That  is  to  say,  the  simpler  we  make  the  technique  the  less 
liable  we  are  to  infection.  In  the  work  we  do  we  try  to  have  as  few 
assistants  as  possible ;  we  try  to  shut  off  every  avenue  of  infection. 
Water  is  more  frequently  an  avenue  of  infectiou  than  we  suppose.  If 
you  will  consult  the  literature  of  the  subject  you  will  find  cases  of  in- 
fection that  occurred  from  the  water  used.  In  order  to  test  this,  I  had 
a  trained  nurse  prepare  water  that  was  supposed  to  be  sterile,  yet  bac- 
teriological tests  proved  it  was  not  in  a  number  of  instances  when  we 
were  doing  operations  in  the  home  of  patients,  where  we  were  not 
absolutely  certain  every  vessel  containing  the  water  was  perfectly  clean. 
In  wounds  that  are  aseptic  the  water  diminishes  the  resisting  power  of 
the  tissues.  When  we  come  to  septic  cases  there  is  a  question  for  ex- 
perience to  determine ;  but  it  does  seem  to  me  that  in  the  septic  cases 
it  is  impossible  to  render  them  aseptic  by  washing.  I  have  opened 
abscesses  and  pressed  out  the  pus  to  see  how  they  got  along  without 
any  water.  The  distention  of  the  abscess  cavity  itself  in  a  measure 
breaks  up  the  barrier  between  it  and  the  general  system.  I  have  seen 
a  rise  of  temperature  after  irrigating  large  abscess  cavities.  I  do  not  irri- 
gate these  at  all  now.  If  those  cases  do  not  do  well,  as  a  rule,  you  have 
inefficient  drainage.  If  you  lay  the  abscess  wide  open  and  let  it  drain 
well,  the  powers  of  the  system  will  overcome  what  septic  matter  is  there. 

In  reply  to  the  remarks  of  Dr.  Mathews,  I  imagine  in  the  work  he 
does  about  the  rectum  he  might  be  inclined  to  irrigate,  because  most 
of  the  surgical  work  that  he  does  is  more  or  less  septic ;  still  I  have 
excised  fistulas  running  with  pus  and  sewed  them  up  and  had  union 
by  first  intention  by  the  dry  method. 

In  regard  to  the  peritoneum  there  is  another  large  field  in  which  we 
have  much  to  settle.  I  was  led  to  use  the  dry  method  in  the  perito- 
neum by  losing  a  puerperal  case  upon  which  I  operated  for  pus-tube. 
Although  I  used  every  precaution,  washing  out  the  cavity  thoroughly, 
the  patient  died  so  soon  after  the  operation  that  I  felt  the  irrigation 
had  something  to  do  with  her  death.  I  have  not  used  irrigation  in 
the  abdominal  cavity  since  that  time,  many  years  ago.  We  know  the 
peritoneum  can  dispose  of  a  considerable  quantity  of  septic  material. 
We  know,  on  the  other  hand,  the  washing,  such  as  we  may  resort  to, 
will  not  remove  all  of  the  septic  material.  It  seems  to  me  more 
rational  to  remove  the  debris  by  dry  sponging. 

In  regard  to  the  remarks  of  Dr.  Baldwin,  I  fully  agree  with  him.  If 
the  intestines  are  exposed  long,  it  is  better  to  cover  them  with  a  wet 
towel.  I  have  not  had  occasion  to  do  it,  although  in  a  case  in  which 
the  intestines  were  exposed  for  twenty  minutes  I  would  do  so. 
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Among  the  serious  complications  of  surgical  operations  shock 
and  hemorrhage  are  frequent  and  ofttimes  serious  accompaniments. 
A  clear  conception  of  the  manifestations,  prevention,  and  treatment 
of  these  conditions  is  of  the  highest  importance,  both  as  regards 
the  safety  of  the  patient  and  the  success  of  the  surgeon.  Shock 
may  be  defined  as  loss  of  innervation,  dependent  on  either  physical 
or  mental  causes,  or  the  two  operating  simultaneously,  induced  by 
profound  irritation  of  the  sympathetic  nervous  system.  A  reflex 
of  this  irritation  is  witnessed  in  depression  of  the  cerebro-spiual 
nerve  centres.  In  a  paper  presented  by  a  former  Fellow  of  this 
Society,  Dr.  Eugeue  Boise,  at  a  late  meeting,  a  concise  and  rational 
distinction  was  made  between  the  symptoms  of  vital  depression 
attending  shock  and  those  resulting  from  hemorrhage.  While  in 
this  discussion  I  may  not,  from  a  clinical  standpoint,  follow  with 
nicety  the  scientific  distinctions  there  laid  down,  I  shall  endeavor 
to  formulate  the  rules  for  treatment  of  the  two  conditions,  so  far 
as  they  can  be  differentiated. 

Shock  results  from  serious  traumatic  injury,  as  seen  in  contu- 
sions, lacerations,  fractures,  injury  to  the  vital  organs  either  acci- 
dental or  inflicted  by  the  surgeon. 

In  the  article  to  which  I  have  referred  the  writer  justly  attaches 
the  highest  importance  to  the  quality  of  the  pulse  as  the  means 
whereby  the  difference  between  shock  and  hemorrhage  may  be 
clearly  defined.  This  includes  a  critical  study  of  the  pulse  prior 
to,  at  the  time  of,  and  subsequent  to  operation. 

There  is  doubtless  difficulty  in  distinguishing  between  rapid 
hemorrhage  and  shock,  but  between  shock  and  ordinary  hemor- 
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rhage  the  distinction  can  be  made.  The  rapidity  of  cardiac  con- 
tractions, with  small  pulse  and  low  arterial  tension,  slow  and  irreg- 
ular breathing,  coming  on  before  the  operation  is  completed,  points 
to  the  presence  of  shock.  Under  hemorrhage  (not  rapid)  these 
symptoms  manifest  themselves  gradually  and  progressively.  In 
shock  there  is  usually  tendency  to  reaction,  while  in  hemorrhage 
no  such  rallying  power  manifests  itself,  and  the  pulse  grows  weaker 
and  more  frequent.  Another  diagnostic  point  of  great  value  in 
differentiating  between  the  symptoms  of  shock  and  hemorrhage 
immediately  subsequent  to  an  operation  is  this  :  if  a  previously 
good  pulse  becomes  rapidly  weak  and  compressible  the  patient  is 
suffering  from  shock  ;  whereas  if,  under  similar  conditions,  the  heart 
gradually  loses  its  power  aud  volume,  hemorrhage  is  present. 

In  shock  there  is  pallor  with  lividity,  and  the  intellectual  facul- 
ties are  sluggish  in  their  operation.  The  pallor  of  hemorrhage  is 
more  pronounced  and  the  patient  is  apprehensive  as  to  the  conse- 
quences. One  other  distinction  should  be  noted  :  in  hemorrhage 
both  arterial  and  venous  anemia  are  present,  while  in  shock  the 
anemia  is  arterial  with  more  or  less  venous  stasis. 

So,  too,  the  shock  from  injury  to  certain  organs  is  more  pro- 
nounced than  frpm  injury  to  others.  Traumatism  to  nerve-trunks, 
injuries  in  the  immediate  vicinity  of  the  solar  plexus,  injury  to  the 
testicle  or  compression  of  the  ovary,  as  well  as  opening  of  the 
peritoneal  cavity,  serve  as  illustrations. 

From  the  surgical  standpoint,  especially  after  celiotomies,  doubt 
as  to  the  presence  of  shock  or  hemorrhage  is  not  often  present,  but 
in  the  tubal  ruptures  of  ectopic  gestation  and  accidental  hemor- 
rhages into  the  peritoneal  and  other  cavities,  and  extravasation  of 
blood  into  yielding  structures,  the  suggestions  already  made  will 
be  of  the  highest  value. 

In  the  clinical  study  of  most  cases  of  celiotomy  and  the  surgery 
of  other  closed  cavities  of  the  body,  and  in  capital  operations  gen- 
erally, the  symptoms  are  composite,  due  to  both  shock  and  hemor- 
rhage;  so  that  while  the  procedures  suggested  hereafter  apply  to 
either  the  one  or  the  other  condition,  as  may  be  present,  yet  in 
many  cases  the  effort  of  the  surgeon  must  be  directed  to  the  com- 
bined influences  of  both  causes  operating  simultaneously.  The 
treatment  of  shock  divides  itself  into  those  measures  which  are 
preventive  and  curative.    The  physical  and  mental  condition  of 
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the  patient  bears  a  constant  and  close  relation  to  the  degree  of 
shock  likely  to  be  induced  by  a  given  operation,  so  it  is  a  self-evi- 
dent proposition  that  whatever  will  fortify  the  patient  in  bodily 
and  mental  health,  either  by  dietetic,  therapeutic,  or  hygienic 
measures,  is  worthy  of  the  most  careful  consideration,  and  in  elec- 
tive operations  time  thus  spent  is  well  spent.  The  physical  condi- 
tion, functional  activity  of  all  the  organs  of  the  body,  should  be  a 
matter  of  careful  and  conscientious  study.  Bodily  secretions  and 
excretions  must,  as  far  as  possible,  be  known,  especially  with  ref- 
erence to  lithemic  and  uremic  conditions.  Failure,  by  quantita- 
tive and  qualitative  tests,  to  know  all  that  is  knowable  in  these 
particulars,  may  not  only  place  the  surgeon  under  serious  embar- 
rassment, but  do  the  patient  grievous  injury.  To  estimate  the  re- 
cuperative power  of  a  given  patient  study  his  heredity,  his  expected 
longevity ;  learn  his  powers  of  vital  resistance  and  recuperative 
energy  as  manifested  iu  recovery  from  serious  injury  or  dangerous 
illness.  By  so  doing  an  intelligent  judgment  can  be  given  as  to 
the  advisability  and  risk  of  operation  in  grave  conditions,  and 
this  knowledge  should  be  communicated  to  the  patient  or  friends, 
as  policy  and  justice  may  demand. 

The  deleterious  influence  of  shock  is  chiefly  manifested  upon  the 
nervous  system  and  the  heart.  To  fortify  these  latter  organs,  if 
below  good  maximum  standard  of  health,  strychnine  should,  if 
practicable,  be  administered  a  few  days  prior  to  the  operation  to 
the  extent  daily  of  one-twelfth  to  one-sixth  grain.  This  drug  is 
particularly  applicable  in  cases  of  fatty  and  atheromatous  degener- 
ation of  the  heart  and  bloodvessels.  If  the  arterial  tension  is  low, 
with  small  volume,  and  fatty  and  atheromatous  degeneration  of 
the  circulatory  organs  is  absent,  digitalis  fulfils  the  indication  and 
should  be  given  with  moderation  until  its  physiologic  effect  is  ap- 
parent. In  muscular  weakness  of  the  heart  the  administration  of 
sparteine  sulphate  in  one-eighth  grain  doses  every  two  or  three 
hours  for  twenty-four  or  forty-eight  hours  before  an  operation  is 
indicated.  Like  strychnine,  it  is  not  contra-indicated  in  degener- 
ative changes  of  the  heart  and  bloodvessels. 

If  surgeons  would  make  it  an  invariable  rule  to  have  the 
alimentary  canal  absolutely  empty  in  all  elective  abdominal 
operations,  they  would  escape  much  annoyance  and  improve  the 
patient's  chances  by  obviating  to  a  large  degree  the  liability  to 
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nausea,  flatulence,  and  the  abolition  or  impairment  of  intestinal 
peristalsis. 

In  operations  involving  the  peritoneal  cavity  it  is  wise  to  have 
the  patient  maintain  a  horizontal  position  for  a  period  of  two  or 
more  days  prior  to  operation.  If  the  abdominal  and  pelvic  vis- 
cera are  known  to  be  in  a  condition  of  hyperemia,  the  necessity 
of  maintaining  this  position  is  the  more  imperative,  thereby  giving 
dilated  bloodvessels  opportunity  to  regain,  and  as  far  as  possible 
to  retain,  a  normal  caliber.  In  fact,  if  chronic  inflammations  are 
known  to  occupy  the  field  of  operation,  it  is  often  best  to  elevate 
the  foot  of  the  bed  a  few  days  before  operation.  If  the  use  of  a 
cathartic  to  open  the  bowels  depletes  the  watery  constituents  of 
the  blood,  insist  on  the  patient  taking  an  extra  allowance  of  pure 
spring-water  for  this  period. 

Doubtless  full  bloodvessels  favor  immunity  from  the  distressing 
thirst  so  often  present  after  opening  the  peritoneal  cavity,  and 
thereby  aid  in  diminishing  shock.  If  the  rule  was  enforced  to 
compel  every  patient  submitting  to  a  capital  surgical  operation  to 
drink  freely  of  pure  spring-water  a  week  before  operation,  I  am 
confident  the  mortuary  records  would  show  increased  recoveries. 

The  practice,  when  not  contra-indicated,  of  leaving  in  the  peri- 
toneal cavity  after  celiotomies  from  one  to  three  pints  of  normal 
salt  solution,  acts  in  a  most  salutary  manner  in  allaying  and  often- 
times preventing  that  distressing  thirst  which  is  itself  a  source  of 
great  discomfort  and  shock. 

No  doubt  the  degree  of  shock,  other  things  being  equal,  depends 
in  some  degree  on  abnormal  reflex  irritation  of  the  cerebro-spinal 
nerve-centres,  so  that  if  there  is  a  hyperesthetic  condition  of  these 
centres  it  may  be  wise  to  reduce  this  reflexity  by  administration 
for  two  or  three  days  of  the  bromides,  in  doses  per  diem  of  eighty 
to  one  hundred  grains. 

Shall  opium  or  its  derivatives  be  used  to  prevent  or  allay  shock  *? 

In  celiotomies,  as  a  rule,  no.  While  there  are  narrow  limita- 
tions to  its  administration,  it  may  under  some  conditions  be  used. 
If  from  positive  knowledge  that  its  administration  does  not  pro- 
voke nausea,  one  objection  to  it  would  be  removed.  After  celioto- 
mies one  serious  objection  to  it  is,  that  it  diminishes  peristalsis, 
checks  secretions,  and  masks  the  patient's  condition.  Its  power  to 
allay  shock,  in  small  doses,  cannot  be  doubted.    Codeia  has  less 
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of  the  perturbing  and  objectionable  influence,  and  is  the  most  val- 
uable. The  better  way  to  administer  it  is  by  the  hypodermatic 
method.  It  reduces  shock  by  obtunding  the  cerebro-spinal  irri- 
tation and  consequent  sympathetic  disturbance.  Experience  amply 
confirms  the  belief  that  the  use  of  a  high  rectal  enema  of  a  pint 
of  hot  normal  salt  solution  and  an  ounce  of  whiskey,  given  forty 
minutes  before  a  capital  operation,  aids  in  fortifying  the  system 
from  the  influence  of  shock  and  the  syncope  of  hemorrhage.  A 
judicious  selection  of  the  anesthetic,  and  its  administration  by  one 
thoroughly  skilled  in  its  use,  must  always  be  provided  for.  As 
regards  shock,  the  time  an  operation  occupies  is  of  the  utmost  im- 
portance. Such  rapidity  of  work  as  will  not  impair  the  technique 
should  be  the  aim  of  every  operator.  Everything  which  facilitates 
rapid  work  should  be  studied  and  adopted.  The  anesthetizer,  or 
some  other  person,  should  closely  watch  the  pulse,  respiration,  and 
color  of  the  skin,  so  as  to  anticipate  the  first  symptoms  of  shock, 
and  have  every  facility  and  appliance  for  the  administration  by 
hypodermatic  use  of  the  appropriate  remedy.  Oxygen  gas  may 
prove  of  great  service  during  anesthesia  and  shock. 

If  evidence  of  shock  appears  during  operation  the  use  of  reme- 
dies already  named,  on  the  lines  here  laid  down,  will  meet  the  in- 
dications. 

One  other  cause  of  shock  claims  our  attention — viz,  that  induced 
by  fear.  Doubtless  mauy  a  patient  has  succumbed  to  an  opera- 
tion who  would  have  survived  could  the  pernicious  influence  of 
fear  have  been  eliminated.  Apart  from  the  mental  suffering  which 
dread  of  the  knife  incites,  its  baleful  influence  should  be  a  source 
of  profound  solicitude  to  the  operator. 

While  it  may  not  be,  and  is  not  always,  possible  to  withhold 
the  information  from  the  patient,  for  moral  and  other  considera- 
tions, the  rule  remains  that  discretion  and  care  should  be  exercised 
in  these  particulars,  as  they  tell  mightily  in  the  outcome. 

If  an  operation,  either  elective  or  mandatory,  is  to  be  done  and 
the  patient  must  be  advised  of  it,  defer  the  information  to  the  patient 
to  the  latest  possible  moment.  Experience  demonstrates  not  only 
its  feasibility  but  practicability.  Sometimes  the  patient  should 
know  nothing  of  a  proposed  operation.  A  young  lady  in  New 
Jersey  was  suffering  from  a  rather  large  ovarian  cyst.  She  was 
anesthetized,  the  cyst  removed,  and  she  has  never  known  she  had 
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an  operation  performed.  By  aid  of  the  skilful  administration  of 
chloroform  I  circumcised  a  boy,  aged  ten  years,  and  he  remains 
altogether  ignorant  that  anything  was  done.  During  last  month 
I  amputated  bv  cautery  a  carcinomatous  cervix  at  the  eighth  and 
a  half  month  of  pregnancy,  on  account  of  present  hemorrhage  and 
the  liability  to  dangerous  hemorrhage  at  confinement.  The  patient 
knew  nothing  of  the  operation  until  she  started  for  the  hospital, 
and  the  operation  was  done  on  her  arrival,  without  any  injurious 
effect,  aud  her  confinement  two  weeks  later  was  without  incident. 
Not  long  since  I  removed  a  macerated,  decomposing  fetus  at  the 
fifth  mouth  of  pregnancy  from  a  woman  of  extremely  nervous 
temperament,  and  her  knowledge  of  what  was  to  be  done  only  an- 
tedated the  operation  forty-five  minutes — long  enough  only  to 
enable  the  nurse  to  make  the  patient  ready.  I  appeal  to  the  expe- 
rience of  every  Fellow  present  to  recall  the  suffering  and  injury 
which  fear  has  excited  in  patients  anticipating  operation.  Every 
scientific  and  humane  consideration  demands  that  this  evil  should 
be  reduced  to  the  minimum. 

When  the  dynamic  powers  of  the  system  are  at  a  low  ebb  from 
the  influence  of  shock  or  the  threatened  syncope  of  hemorrhage, 
strychnine  is  a  remedy  of  the  greatest  value.  In  the  condition 
last  alluded  to,  by  placing  the  patient  in  the  Trendelenburg  pos- 
ture relief  from  cardiac  and  cerebral  anemia  is  facilitated.  The 
value  of  hypodermatic  injections  of  brandy  is  too  well  known  to 
require  more  than  mention.  Iu  the  administration  of  these  several 
remedies  the  time  required  for  them  to  produce  their  effect  and  the 
period  this  influence  is  maintained  should  be  carefully  estimated. 
Nitroglycerin,  by  its  influence  on  the  vasomotor  nervous  system,  is 
quickest  in  its  operation,  but  transitory  in  its  effect.  Next  in  point 
of  promptitude  is  sparteine,  aud  its  effect  seems  to  last  about  two 
hours. 

The  relative  permanency  and  cumulative  effect  of  strychnine  and 
digitalis  should  be  borne  in  mind.  It  should  be  remembered  that 
in  anemic  states  of  the  nerve-centres  the  physiologic  effect  of  strych- 
nine is  more  readily  manifested,  and  its  dosage  should  be  regulated 
accordingly. 

In  the  cardiac  failure  of  hemorrhage  I  desire  to  add  special  em- 
phasis to  the  necessity  of  a  prompt  supply  of  fluid  to  the  circulation 
by  sterile  salt  solution.    This  may  be  accomplished  by  high  rectal 
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enema,  intercellular  injection,  and  intravenous  supply  of  this  solu- 
tion. Facilities  should  always  be  in  readiness  whereby  a  trocar 
can  be  introduced  into  a  vein  and  the  hot  normal  (sterile)  salt  so- 
lution promptly  allowed  to  enter  by  gravity.  I  had  occasion  quite 
recently  to  witness  its  magic  influence  and  saving  power.  It  was 
an  operation  for  the  ruptured  tube  of  an  ectopic  gestation  at  the 
tenth  week,  in  which  I  found  the  peritoneal  cavity  distended  with 
blood.  The  fetus,  placenta,  and  sac  were  easily  removed  and  hem- 
orrhage promptly  controlled,  but  when  the  operation  was  completed 
the  patient  was  so  depressed  from  loss  of  blood  and  shock  that  she 
failed  to  respond  to  stimulants  and  cardiac  tonics,  and  she  appeared 
to  be  in  arliculo  mortis.  The  median  basilic  vein  was  opened  and 
twenty-four  ounces  of  normal  warm  (105°  F.)  sterile  salt  solution 
were  introduced  into  the  circulation;  the  patient  rallied  promptly 
and  made  an  excellent  recovery.  While  blood  is  doubtless  thicker 
than  water,  in  certain  exigencies  salt  water  will  take  the  place  of 
blood,  for  the  reason  that  an  empty  auricle  refuses,  for  physiologic 
reasons,  to  contract.  When  syncope  threatens  during  an  operation, 
if  possible  keep  your  patient  in  the  Trendelenburg  position  until 
the  heart  regains  its  power.  If  cerebral  anemia  is  markedly 
present  elevate  the  foot  of  the  bed  to  an  angle  of  20°  to  35°  on 
removing  the  patient  from  the  table.  If  cerebral  congestion  ob- 
tains reverse  the  procedure  and  elevate  the  head. 

In  this  somewhat  disconnected  and  fragmentary  way  I  have  en- 
deavored to  formulate  some  of  the  methods  whereby  shock  may  be 
prevented  and  remedied.  Other  forms  of  shock  associated  with  or 
dependent  on  operation  or  mental  impressions,  especially  masked 
shock  and  that  due  to  sepsis  and  anesthetics,  are  worthy  of  careful 
study,  but  the  limits  of  this  paper  forbid  their  notice  here. 

ResumS.  1.  The  treatment  of  shock  should  be  preventive  and 
curative,  and  to  a  large  degree  the  indications  for  the  former  de- 
fine the  Hues  of  treatment  in  the  latter. 

2.  The  proper  exhibition  of  preventive  measures  includes  a  care- 
ful study  into  the  functional  activity  and  organic  status  of  all  im- 
portant organs,  and  such  treatment  of  hygienic,  dietetic,  and  ther- 
apeutic measures  as  will  elevate  the  standard  of  bodily  and  mental 
health  to  a  degree  in  which  the  maximum  power  of  resistance  may 
be  produced  and  maintained. 

3.  Special  emphasis  should  be  given  to  lithemic  and  uremic  ex- 
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cretion  and  to  the  condition  of  the  circulatory  and  nervous 
systems. 

4.  Knowledge  as  to  inherited  power  of  resistance  to,  and  re- 
covery from,  serious  diseases  and  accidents,  is  of  the  highest 
value  in  determining  the  course  of  procedure  and  estimating  the 
chances  for  recovery  after  capital  operations. 

5.  A  supply  of  facilities  and  drugs  for  meeting  all  emergencies 
should  be  in  constant  readiness,  with  exact  knowledge  for  the  in- 
dication, dosage,  physiologic  and  therapeutic  effect  of  special  heart 
tonics  and  stimulants,  which  include  strychnine,  digitalis,  sparteine, 
nitroglycerin,  brandy,  and  codeia. 

6.  Limit  the  time  of  an  operation  to  the  shortest  period  compat- 
ible with  thorough  work  and  proper  technique. 

7.  Save  your  patient  from  the  shock  of  fear  to  the  utmost,  and 
in  selected  cases  proceed  to  operation  without  informing  the  patient 
of  your  purpose. 

8.  In  shock  with  hemorrhage  supply  the  volume  of  venous  and 
arterial  loss  by  direct  transfusion  of  normal  salt  solution  into  the 
patient's  veins. 

9.  Bear  in  mind  the  influence  position  has  on  the  circulation 
under  both  shock  and  hemorrhage,  especially  in  anemic  conditions 
of  the  cerebro-spinal  nerve-centres  and  the  heart. 


DISCUSSION. 

Dr.  Walter  B.  Dorsett,  of  St.  Louis. — Mr.  President :  We  are 
indebted  to  the  essayist  for  the  line  of  demarcation  that  he  draws  be- 
tween the  symptoms  of  shock  and  those  of  hemorrhage  possibly  more 
than  anything  else  in  the  paper.  I  regard  the  treatment  of  shock  by 
strychnine  previous  to  operation  as  a  very  important  matter.  The 
prophylactic  use  of  strychnine  is  worth  a  great  deal  more  than  the 
injection  of  strychnine,  codeia,  nitroglycerin,  digitalis,  or  anything 
else ;  and  it  has  been  my  custom  for  some  time  to  place  my  patients 
upon  strychnine  previous  to  an  operation.  A  few  minutes  before  the 
patient  is  put  under  the  anesthetic,  either  the  phosphate,  nitrate,  or 
sulphate  of  strychnine  is  given  hypodermatically,  and  after  the  patient 
has  been  placed  under  the  anesthetic  thoroughly,  a  high  enema  of  hot 
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water  or  normal  salt  solution  is  given.  By  so  doing  we  can  control 
hemorrhage  as  well  as  shock. 

His  experience,  however,  does  not  agree  with  mine  in  regard  to  the 
use  of  codeia.  My  experience  with  the  hypodermic  injection  of  codeia 
is  not  a  pleasant  one ;  in  fact,  most  of  my  patients  have  been  excited 
by  its  use.  There  is  a  stage  of  excitement  that  commences  half  an  hour 
after  the  injection,  and  sometimes  lasts  for  the  same  length  of  time 
afterward,  and  even  additional  doses  do  not  seem  to  control  it.  It 
was  my  first  impression  in  the  use  of  it,  that  possibly  I  had  given  too 
small  a  dose,  and  had  only  given  enough  to  excite  the  patient ;  but  a 
repetition  of  its  use  did  not  bear  me  out  in  this  suspicion. 

Dr.  Charles  G.  Cumstox,  of  Boston. — I  have  very  little  to  add  to 
the  excellent  paper  we  have  heard  from  Dr.  Chase,  but  I  would  like 
to  mention  two  facts  regarding  the  use  of  artificial  serum  in  hemor- 
rhage and  shock.  It  is  a  question  that  has  interested  me  considerably, 
and  I  have  taken  a  good  deal  of  pains,  both  experimentally  and  clin- 
ically, to  perfect  a  serum  which  could  be  used  in  emergency  cases,  and 
these  cases  are  emergency  ones  where  everything  would  be  sterile, 
and  where  prompt  action  can  be  derived  from  the  serum.  I  experi- 
mented first  with  the  plain  salt  solution,  then  I  tried  Hayem's  for- 
mula, which  consists  of  five  grams  of  the  chloride  of  soda  and  ten  grams 
of  the  sulphate  of  soda  to  the  litre  of  water.  This  worked  very  well, 
but  it  occurred  to  me  that  something  could  be  added  to  the  solu- 
tion which  would  act  directly  on  the  nervous  system.  If  you  added 
tincture  of  digitalis  to  the  salt  solution  it  could  not  be  sterilized, 
because  it  would  decompose.  After  looking  over  the  literature  some- 
what I  found  that  Cheron,  of  Paris,  had  used  the  phosphate  of  soda 
in  a  solution,  which  I  have  found  experimentally  on  animals  has  a 
direct  action  on  the  nervous  system  when  injected  under  the  skin.  But 
it  seems  to  irritate  the  subcutaneous  cellular  tissue  when  injected  into 
it,  and  in  order  to  avoid  this  and  the  possible  formation  of  abscess 
I  changed  the  plain  phosphate  of  soda  to  the  glycero-phosphate  of 
soda,  which,  as  we  all  know,  is  becoming  a  very  important  remedy  in 
the  treatment  of  nervous  diseases  in  general,  particularly  when  given 
subcutaneously  once  or  twice  a  day.  The  formula  I  have  now  arrived 
at  for  my  serum  is  this :  One  gram  chloride  of  soda,  and  two  grams 
each  of  the  glycero-phosphate  and  the  sulphate  of  soda,  and  300  c.c. 
of  distilled  water. 

I  have  had  a  little  apparatus  made  which  will  allow  me  to  carry  it 
to  any  operation.  It  contains  the  sterilized  solution,  and  the  solution 
can  be  used  immediately.  (Here  Dr.  Cumston  illustrated  and  de- 
scribed the  apparatus  that  he  had  devised.)  The  apparatus  can  be  put 
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in  a  round  pasteboard  box,  it  can  be  filled  with  the  solution,  stoppered 
as  tightly  as  it  should  be,  put  into  the  sterilizer  and  packed.  You  need 
not  take  it  out  of  the  box  until  it  is  to  be  used.  I  have  kept  a  solu- 
tion in  my  office  for  six  months,  and  in  no  way  has  it  shown  any  dis- 
position to  decompose.  I  think  the  three  ingredients  in  the  solution 
will  remain  in  a  soluble  condition  without  decomposing  for  an  indefi- 
nite length  of  time.  I  have  used  these  injections  with  benefit  in  ob- 
stetric practice  when  there  has  been  hemorrhage  or  infection.  I  use 
as  many  as  four  injections  of  300  c.c.  in  twenty-four  hours,  if  necessary. 
The  site  of  the  injection  is  either  the  retro-trochanteric  fossa  or  in  the 
anterior  aspect  of  the  thighs.  Usually  one  injection  of  this  concen- 
trated serum  will  have  a  remarkable  effect  when  shock  is  present, 
whether  due  to  hemorrhage  or  of  nervous  origin.  I  can  safely  rec- 
ommend its  use.  I  have  tried  it  experimentally  more  than  I  have 
clinically,  but  clinically  I  have  used  it  in  about  ten  or  a  dozen  cases, 
and  it  certainly  works  well. 

I  have  had  it  put  up  by  a  firm  in  Boston,  so  that  the  same  amount 
of  salt  can  be  contained  in  about  fifteen  or  sixteen  grams  of  water.  I 
have  had  it  put  up  in  small  tubes  for  the  country  practitioner  espe- 
cially. The  firm  puts  it  up  in  a  box  of  six  tubes.  The  country  prac- 
titioner probably  has  an  aspirating  needle  at  his  office ;  he  carries  it ; 
in  almost  all  houses  he  will  find  a  bag  through  which  he  may  be  able 
to  pass  a  strong, solution  of  corrosive  sublimate  before  introducing  the 
salt  solution,  and  all  he  would  have  to  do  is  to  filter  the  water  through 
a  piece  of  absorbent  cotton  and  add  one  of  these  tubes  of  serum. 

Dr.  J.  Henry  Carstens,  of  Detroit. — The  paper  so  thoroughly 
covers  the  ground  that  there  is  very  little  to  be  added.  It  seems  to 
me,  however,  we  must  make  a  distinction  between  the  different  kinds 
of  shock.  One  kind  of  shock  is  purely  of  nervous  origin,  and  the 
author  has  dwelt  on  a  point  which  is  not  sufficiently  prevented,  and 
that  is  the  constant  fear  of  the  patient.  There  is  a  great  deal  in  the 
way  in  which  patients  are  managed  during  an  operation.  I  have  seen 
great  preparations  made  and  the  patient  informed  of  what  was  to  be 
done.  Here  is  an  important  point :  The  less  we  tell  a  patient,  as  a 
rule,  the  better.  I  do  not  believe  in  making  all  the  preparations  in 
the  presence  of  patients.  Very  often  they  do  not  know  what  the 
operation  is  going  to  be  ;  they  hardly  think  of  where  the  incision  is 
going  to  be  made.  Many  of  these  things  could  be  left  until  the 
patient  is  under  the  influence  of  chloroform,  after  which  the  patient 
could  be  shaved,  etc.,  and  she  would  not  have  as  much  mental  shock. 

There  are  two  kinds  of  shock.  One  is  due  to  depression  of  the  ner- 
vous system,  or  long-continued  sickness  beforehand ;  and  the  other  kind 
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of  shock,  which  occurs  in  strong,  robust  people,  is  where  there  has  been 
great  loss  of  blood.  One  kind  requires  a  little  different  treatment 
from  the  other.  When  we  have  a  patient  with  great  loss  of  blood, 
the  bloodvessels  demand  some  blood,  and  we  should  inject  something 
into  the  bloodvessels ;  it  makes  no  difference  whether  it  be  the  normal 
salt  solution  or  phosphate  solution,  or  anything  else.  If  you  give  the 
patient  plenty  to  drink  and  injections  per  rectum,  the  bloodvessels 
soon  fill  and  respond.  This  treatment  will  not  do  in  that  kind  of 
shock  which  is  of  nervous  origin,  due  to  long  continued  sickness  or 
sepsis. 

There  is  one  other  point  I  would  like  to  dwell  upon.  There  seems 
to  be  a  kind  of  secondary  shock  that  comes  on  in  twenty-four  hours, 
where  the  patient  recovers  from  the  anesthetic,  is  conscious,  has  a  fair 
pulse,  but  becomes  depressed.  It  is  not  the  kind  of  shock  that  comes 
from  internal  hemorrhage,  but  there  is  another  kind  of  shock,  it 
seems  to  me.  I  have  seen  a  number  of  patients  who,  after  getting 
over  the  anesthetic,  etc.,  would  sink  away,  and  nothing  seems  to  have 
any  effect.  If  there  is  any  one  who  has  had  experience  with  this  form 
of  shock  I  would  like  to  hear  it. 

Dr.  H.  AV.  Longyear,  of  Detroit. — I  observed  the  essayist  did  not 
enlarge  upon  the  subject  of  the  conservation  of  the  body  heat.  So  far 
as  my  observation  goes,  I  believe  this  has  more  to  do  with  the  pro- 
duction of  shock  than  any  other  one  thing  in  operations  inside  the 
abdomen.  Some  two  or  three  years  ago,  when  the  American  Surgical 
Association  met  in  Detroit,  Dr.  D.  P.  Allen,  of  Cleveland,  Ohio,  read 
a  paper  on  this  subject,  and  to  my  mind  it  was  an  extremely  valuable 
contribution.  At  great  expense  and  time  he  had  conducted  some  ex- 
perimental work  along  this  line.  Since  that  time  I  have  been  using 
largely  rubber  water-bags,  filled  with  warm  water  at  a  temperature  of 
about  110°,  upon  which  the  patient  lies  during  the  operation.  I  be- 
lieve this  measure  will  prevent,  to  a  large  extent,  the  shock  in  these 
operations.  It  is  not  alone  the  operation  that  produces  shock ;  it  is 
also  the  refrigerating  effect  of  the  anesthetic. 

Dr.  Allen  showed  conclusively  from  experiments  upon  animals  that 
the  prolonged  administration  of  the  anesthetic  had  a  very  marked 
effect  in  reducing  body  heat,  and  by  conserving  the  body  heat  in  this 
manner  I  believe  we  go  a  great  way  toward  the  prevention  of  shock. 

For  my  part,  I  am  averse  to  the  long-continued  use  of  drugs  of  a 
highly  stimulating  character  for  several  days  before  operation,  for  I 
believe  by  so  doing  we  will  frequently  get  the  kind  of  shock  men- 
tioned by  Dr.  Carstens.  The  heart  will  be  stimulated  for  as  long  a 
time  as  it  can  be  kept  going ;  then  the  operation  takes  place,  and  there 
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is  a  sudden  falling  off  that  cannot  then  be  influenced  by  the  stimu- 
lant. I  believe  in  using  strychnine  immediately  before  operation,  and 
I  do  it  systematically,  using  one-fortieth  grain.  After  the  operation, 
where  shock  is  present,  the  use  of  strychnine  should  be  the  principal 
remedy. 

Dr.  M.  Rosenwasser,  of  Clevelaud. — It  seems  to  me  that  both  in 
the  paper  and  in  the  discussion  a  vague  idea  comes  to  the  surface  that 
there  are  various  kinds  of  shock.  My  friend,  Dr.  George  W.  Crile, 
of  Cleveland,  has  conducted  a  series  of  experiments  on  dogs  in  about 
200  cases,  and  has  written  a  competitive  paper  which  has  recently 
received  the  Cartvvright  prize  of  the  College  of  Physicians  and  Sur- 
geons of  New  York,  in  which  he  demonstrates  the  fact  that  shock  is 
not  an  entity,  but  that  it  varies  with  the  organs  which  are  being  dis- 
turbed. The  shock  varies  in  degree  of  intensity  in  the  cranial  cavity ; 
it  is  different  in  the  thoracic  cavity,  in  operations  on  the  throat  and 
larynx,  in  the  abdominal  cavity,  in  the  male  and  female  genital 
organs,  and  again  in  the  extremities.  He  has  further  shown  by  the 
same  experiments  that  the  remedies  which  will  prevent  one  kind  of 
shock  may  not  be  good  for  another  variety.  Morphine,  cocaine,  atro- 
pine, or  strychnine,  either  may  be  indicated  or  contra-indicated,  as  the 
case  may  be.  He  has  reduced  this  matter  to  such  scientific  precision 
that  in  the  future  we  shall  be  better  prepared  to  prevent,  as  well  as  to 
treat  by  the  various  remedies  indicated,  the  class  of  shock  we  are 
dealing  with.  I  allude  to  these  experiments  and  their  outcome,  as  I 
see  there  is  a  clinical  presentiment  foreshadowing  the  recognition  of 
various  kinds  of  shock. 

In  reference  to  the  differentiation  between  shock  and  hemorrhage, 
of  course,  the  various  symptoms  are  well  known.  I  rely  mainly  upon 
the  exsanguination  of  the  mucous  membranes  in  distinguishing  be- 
tween shock  and  hemorrhage.  In  hemorrhage  we  find  a  blanched 
appearance  of  the  lips  and  conjunctivae,  which  is  not  notably  present 
in  shock. 

Dr.  Thomas  J.  Maxwell,  of  Keokuk,  la. — Just  a  word  or  two  in 
reference  to  the  differential  diagnosis  of  shock  and  that  resulting  from 
hemorrhage.  I  have  noticed  that  in  cases  of  hemorrhage  there  is  ex- 
treme thirst.  There  is  mental  shock,  and  this  form  of  shock  is  to  be 
cured  by  mental  processes.  I  remember  the  case  of  a  young  man  who 
was  shot  by  a  small  pistol,  the  ball  entering  near  the  umbilicus.  The 
accident  occurred  during  the  war,  while  the  army  was  en  route  for 
Vicksburg.  I  found  him  lying  under  a  tree.  His  pulse  was  150  and 
thready ;  he  had  sighing  respiration ;  perspiration  standing  on  his 
face.    I  asked  him  what  was  the  matter,  and  he  said,  "  I  am  shot  in 
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the  abdomen."  I  drew  up  his  clothing,  and  found  he  had  two  army 
shirts  on.  There  was  a  cul-de-sac  in  which  the  ball  had  entered.  I 
took  a  probe,  passed  it  in  probably  half  an  inch,  but  could  not  locate 
the  ball.  I  then  examined  his  garments,  and  found  an  eighteen- 
calibre  pistol  bullet  in  his  shirt.  I  told  him  that  I  had  found  the 
bullet,  and  that  he  had  received  simply  a  skin  wound.  The  man 
thought  he  was  fatally  shot.  I  believe  he  might  have  been  frightened 
to  death  had  I  told  him  his  wound  was  fatal ;  but,  on  learning  that 
his  injury  was  slight,  he  exclaimed:  "I  thought,  sure,  I  was  shot 
through  the  bowels  and  that  I  was  a  goner."  Reaction  was  prompt. 
He  immediately  arose,  mounted  his  horse,  and  was  as  lively  as  ever. 

Dr.  Chase  (closing  the  discussion). — I  shall  occupy  but  a  few  mo- 
ments in  my  closing  remarks.  While  this  is  a  large  subject,  and  one 
about  which  a  good  deal  might  be  said,  I  shall  refrain  from  saying 
some  things  on  account  of  time. 

Dr.  Longyear  alluded  to  the  value  of  the  conservation  of  body  heat, 
and  very  properly  so.  The  influence  of  anesthesia  is  to  lower  bodily 
temperature,  and  the  surgeon  should  make  the  most  careful  prepara- 
tions and  provisions  to  maintain  the  bodily  temperature  of  his  patient 
during  an  operation.  I  regard  this  as  one  of  the  common  provisions 
which  should  be  made  by  every  surgeon  in  every  case. 

Allusion  was  made  to  the  value  of  atropine  in  certain  conditions. 
While  I  did  not  refer  to  it,  it  is  peculiarly  applicable  in  one  condition, 
that  of  shock  where  we  get  abnormally  slow  pulse.  In  this  condition 
the  one  remedy  which  is  applicable  is  atropine.  It  has  the  power  of 
paralyzing  the  inhibitory  nerve,  and  the  heart  resumes  a  more  normal 
activity. 

With  reference  to  the  experiments  that  were  alluded  to  by  Dr. 
Rosenwasser,  I  have  no  doubt  that  when  the  paper  is  published  it  will 
be  of  great  value  and  enable  us  to  act  with  more  precision  than  we  have 
been  able  to  do  in  times  past. 

Regarding  the  propriety  of  informing  a  patient  what  is  to  be  done, 
it  devolves  on  the  surgeon  whether  he  shall  notify  his  patient  or  not 
as  to  what  is  to  take  place.  Every  conscientious  surgeon  must  rec- 
ognize the  fact  that  in  most  conditions  the  patient  should  be  informed 
of  the  probable  outcome  of  the  operation  to  be  undertaken.  It  is  a 
matter,  however,  of  individual  judgment  with  the  surgeon,  after  con- 
sultation with  the  family.  There  are  many  women  who  will  face  any 
danger,  but  if  you  tell  them  what  you  are  going  to  do  they  will  think 
more  of  you.  There  is  another  class  of  cases  that  we  have  to  deal 
with,  and  the  less  we  say  regarding  what  is  to  be  done  the  better. 

There  is  only  one  other  point  to  which  I  wish  to  allude,  and  that  is 
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with  reference  to  the  value  of  intracellular  injections.  But  there  are 
times  in  the  experience  of  every  surgeon  when  he  cannot  wait  for  the 
absorption  of  the  normal  salt  solution  when  injected  under  the  mam- 
mary gland.  In  fact,  in  conditions  of  extreme  depression,  I  question 
very  much  whether  the  absorbent  vessels  are  able  to  properly  carry 
on  their  work,  and  in  those  conditions  we  derive  the  greatest  benefit 
from  intravenous  transfusion. 


PLACENTA  PKEVIA,  WITH  SPECIAL  REFERENCE 
TO  TREATMENT. 


By  W.  H.  WENNING,  M.D., 

CINCINNATI. 


A  few  years  ago  I  had  the  honor  to  present  to  this  Association 
an  essay  entitled,  "A  Study  of  the  Pathology  of  Placenta  Previa." 
Within  it  were  set  forth  the  various  theories  advanced  up  to  that 
time  on  the  etiology  and  interpretation  of  clinical  symptoms  in  this 
most  interesting  anomaly  of  pregnancy.  Its  intimate  connection 
with  the  doctrine  of  expansion  of  the  lower  segment  of  the  uterus, 
and  retraction,  as  well  as  contraction,  of  the  upper  segment  of  the 
uterus,  was  discussed,  and  an  endeavor  made  to  harmonize  the 
various  conflicting  theories  in  reference  to  the  anatomical  position 
of  the  inner  os  during  labor  in  its  bearing  upon  the  development 
of  the  previal  placenta.  The  length  of  the  paper  precluded  the 
more  practical  consideration  of  the  treatment  of  this  accident.  A 
regret  was  then  expressed  by  several  members  that  I  had  not  en- 
tered into  this  subject  in  its  therapeutical  aspects,  which  I  accord- 
ingly briefly  reviewed  in  the  interesting  discussion  that  followed 
the  reading  of  my  paper. 

On  this  occasion,  therefore,  I  have  taken  the  liberty  to  recur  to 
this  subject,  not  so  much  with  the  intention  of  presenting  any  new 
and  startling  contribution,  as  to  simply  review  (1)  some  of  the 
means  at  our  disposal  for  arresting  the  hemorrhage,  the  cardinal 
symptom  of  placenta  previa,  and  (2)  the  methods  of  expediting 
labor,  which  is  almost  always  imperative  in  the  interest  of  the 
lives  of  both  mother  and  child. 

In  no  other  condition  of  pregnancy  is  the  danger  to  life  so 
imminent,  in  no  other  is  a  knowledge  of  the  proper  methods  for 
averting  this  danger  so  essential,  and  in  no  other  is  a  judicious 
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discrimination  as  to  the  relative  value  of  each  of  the  several  pro- 
cedures so  necessary  as  in  placenta  previa. 

An  affection  in  which  the  maternal  mortality  has  been  at  various 
times  computed  as  ranging  from  25  to  50  per  cent,  and  the  fetal 
from  50  to  75  per  cent,  certainly  merits  our  closest  attention. 

Fortunately  for  womankind,  this  fearful  death-rate  has  been 
greatly  lessened  within  the  last  few  decades,  thanks  to  improved 
methods  of  treatment  and  earlier  recognition  of  this  condition, 
even  if  no  very  great  strides  forward  have  been  made  in  the  saving 
of  infant  lives. 

Unfortunately,  however,  even  at  the  present  time  this  decreased 
mortality  has  not  been  so  general  as  it  should  have  been,  and  it  is 
only  from  well-conducted  iustitutions,  under  skilful  management, 
that  successful  results  of  a  marked  character  have  been  obtained. 
The  maternal  mortality  in  a  number  of  recorded  cases  has  been 
decreased  to  the  encouraging  figure  of  from  4.50  to  7  per  cent., 
yet  the  general  fatality  in  unselected  cases  still  reaches  the  high 
figure  of  from  25  to  33  per  cent. 

When  we  examine  into  the  cause  of  this  great  difference  we  must, 
of  course,  make  allowance  for  the  different  degrees  of  placenta 
previa,  which,  in  many  instances,  may  have  been  recognized  only 
in  the  fatal  cases ;  but  certainly  much  better  results  should  have 
been  obtained  in  general  practice  if  two  absolute  rules  could  be 
more  generally  inculcated — namely  (1),  timely  intervention,  and 
(2)  a  proper  judgment  of  the  means  applicable  to  the  case  in  ques- 
tion. 

The  relative  merits  and  demerits  of  this  or  that  method  have 
time  and  again  been  reiterated,  so  that  the  conclusion  naturally 
forces  itself  upon  us  that  every  procedure  has  its  advantages  and 
disadvantages,  and  that  no  particular  treatment  is  applicable  to 
each  and  every  case.  This  will  also  explain  the  fallacy  of  statis- 
tics, which  perhaps  are  nowhere  so  unreliable,  when  made  conform- 
able to  a  certain  mode  of  action,  as  in  placenta  previa. 

To  illustrate,  I  will  briefly  summarize  the  methods  of  treatment 
resorted  to  by  fifty  American  writers  in  the  same  number  of  cases 
reported  in  the  last  five  years,  almost  uniformly  with  a  good  result 
— at  least  for  the  mothers.  Three  depended  solely  on  expectant 
treatment ;  three  used  the  tampon  alone,  one  with  rupture  of  the 
membranes;   three    punctured  the  membranes;   four  instituted 
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bipolar  version;  three  ordinary  version  ;  four  adopted  Barnes's 
method  of  dilating  the  cervix,  four  resorted  to  this  method  and 
followed  it  by  version,  two  by  the  use  of  the  forceps,  and  two  by 
version  and  forceps  applied  to  the  after-coming  head.  In  fifteen  in- 
stances recourse  was  had  to  accouchement  ford? — namely,  manual 
dilatation  of  the  cervix  followed  by  version.  In  three  instances 
separation  of  the  placenta  was  practised,  and  in  two  instances 
Cesarean  section  was  made.  Of  this  number  only  two  deaths  are 
recorded — one  after  the  use  of  the  tampon,  the  other  following 
Cesarean  section. 

This  collection,  taken  at  random,  simply  proves  that  all  methods 
may  be  followed  by  good  results,  and  that  no  fixed  rule  can  be 
established  for  every  case.  It  is  remarkable,  however,  that,  not- 
withstanding the  excellent  results  achieved  after  the  rehabilitation 
of  the  Braxton  Hicks  method  of  bipolar  version,  only  four  cases  are 
reported  as  having  been  treated  in  this  manner,  while  the  much- 
condemned  procedure  known  as  accouchement  forc6,  viz.,  manual 
dilatation  followed  by  version,  is  mentioned  as  often  as  fifteen 
times,  and  that  among  these  last  cases  we  find  some  of  the  best 
and  most  eminent  teachers  of  our  land. 

Discarding  the  more  antiquated  forms  of  treatment,  which  by 
common  consent  have  fallen  into  disuse,  we  will  confine  ourselves 
to  a  discussion  of  three  of  the  methods  most  commonly  employed. 
These  are  (1)  the  tampon,  (2)  rupture  of  the  membranes,  and  (3) 
version.  Each  of  these  means  may  be  used  by  itself,  or,  which  is 
more  frequent,  in  combination  with  one  or  two  of  the  others.  It 
is  my  purpose  to  show  that  each  method  of  procedure  has  its  spe- 
cific indications,  and  that  it  is  not  just  either  to  extol  one  or  con- 
demn the  other,  to  the  exclusion  of  the  rest.  It  is  the  knowledge 
of  the  applicability  of  a  specific  treatment  in  a  given  case  and  a 
nice  discrimination  among  the  various  methods  that  will  give  the 
best  results. 

While  not  wishing  to  appear  dogmatic,  and  admitting  that  there 
may  be  some  exceptions  to  the  following  rule,  I  would  make  the 
broad  statement  that  the  tampon  is  applicable  only  before  dilata- 
tion of  the  os,  rupture  of  the  membranes  after  the  onset  of  labor 
pains,  and  version  after  sufficient  dilatation  or  dilatability  of  the 
cervix. 

It  is  the  non-observance  of  this  principle  that,  in  my  estimation, 
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is  responsible  for  the  fearful  mortality  that  has  followed  each  of 
these  methods  when  employed  injudiciously — that  is,  at  the  wrong 
period  ;  and  to  the  observance  of  this  principle  that  the  excellent 
results  are  attributable  after  judicious  use  of  each  of  these  three 
methods.  It  is  just  as  irrational  to  use  the  vaginal  tampon  when 
the  os  is  sufficiently  dilated  for  delivery,  either  spontaneous  or 
artificial,  as  it  would  be  to  attempt  version  with  a  closed  or  rigid  os. 
As  a  rule,  it  is  as  improper  to  puncture  the  membraues  before  labor 
has  sufficiently  advanced  to  permit  the  presenting  part  or  head  to 
engage  in  the  cervix,  and  thus  arrest  bleeding,  as  it  is  to  wait  for  a 
spontaneous  rupture  of  the  membranes  when  bleeding  occurs  from 
a  well-dilated  or  dilatable  os,  readily  permitting  manual  interference. 
Then,  again,  each  method  is  subject  to  its  modifications,  and  such 
questions  as  the  following  may  present  themselves:  When  shall 
we  use  the  vaginal  and  when  the  cervical  tampon?  Shall  we 
rupture  the  membranes  as  soon  as  the  os  is  permeable  to  two 
fingers  for  the  performance  of  bipolar  version,  or  shall  we  wait 
until  the  hand  can  be  gradually  introduced  for  ordinary  podalic 
version  ?  When  shall  we  resort  to  Braxton  Hicks's  method,  and 
when  to  internal  version  ? 

While  one  or  two  of  these  methods  may  be  elective,  there  are 
proper  indications  for  each  which  may  now  be  considered  in  detail. 

The  Tampon.  The  vaginal  tampon  is  simply  a  preparatory 
measure.  It  serves  to  arrest  bleeding  until  the  time  comes  for 
active  interference.  Its  office  begins  with  the  onset  of  hemorrhage 
and  ceases  with  dilatation  of  the  os.  It  serves  a  double  purpose 
in  that,  when  properly  applied,  it  checks  bleeding  and  assists  in 
bringing  on  labor.  As  both  are  accomplished  by  pressure,  it  is 
necessary  that  the  tampon  be  at  the  same  time  large  and  firm. 
This  property  of  inducing  labor,  which  often  contraindicates  the 
tampon  in  abortion,  serves  a  good  purpose  in  placeuta  previa,  for 
it  is  positively  proven  that  no  woman  who  has  hemorrhage  of  such 
an  alarming  extent  as  to  require  active  measures  for  arrest  in 
placenta  previa  is  safe  until  she  is  delivered.  The  indication  of 
labor,  to  my  mind,  is  imperative  with  the  first  onset  of  copious 
hemorrhage.  What  is  more  reasonable,  therefore,  than  to  check 
the  latter  and  expedite  the  former '?  The  tampon  fulfils  both  in- 
dications. By  its  means  we  gain  time  for  further  manipulations, 
and  at  the  same  time  maintain  the  strength  of  the  patient. 
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The  opponents  of  the  vaginal  tampon  offer  the  following  objec- 
tions :  (1)  It  does  not  check  hemorrhage;  (2)  it  is  apt  to  produce 
sepsis. 

The  first  objection  is,  I  fear,  too  often  well  grounded.  In  most 
instances,  however,  it  is  undoubtedly  due  to  the  form  of  the  tam- 
pon. If  constructed  as  is  customary  for  abortions  and  ordinary 
tamponment  of  the  vagina,  it  is  worse  than  useless,  for  it  gives 
rise  to  a  false  sense  of  security.  In  a  number  of  consultations  in 
which  I  have  been  called  I  have  not  once  seen  the  tampon  em- 
ployed secundum  artem.  No  wonder,  then,  if  the  tampon  should 
fall  into  disrepute.  Unless  the  vagina  be  completely  packed 
throughout  the  length  and  breadth  of  this  cavity,  "  from  dome  to 
pit,"  can  it  offer  any  safeguard  against  hemorrhage?  If  such 
older  obstetricians  as  Leroux  and  Wiegand  have  had  excellent 
results,  it  is  because  of  the  thorough  method  which  they  em- 
ployed. The  relaxed  condition  of  the  vagina  entails  with  it  a 
capacity  which  is  simply  enormous.  It  is  immaterial  whether 
cotton  or  gauze  be  used  for  that  purpose,  provided  the  quantity 
be  only  sufficient;  "a  hatful"  of  cotton  balls,  as  Pajot  says,  or 
1500  grams  of  gauze,  as  Aubard  claims,  being  required  for  that 
purpose.  My  own  preference  is  for  iodoform  or  sterilized  gauze, 
as  it  is  more  convenient  both  for  introduction  and  removal.  By 
its  means  the  cavity  can  be  rapidly  filled,  a  matter  of  great  im- 
portance when  time  is  so  valuable.  The  patient  should  be  placed 
in  Sims's  position,  in  order  to  invoke  the  aid  of  atmospheric  pres- 
sure in  distending  the  cavity.  A  large  Sims  or  other  retractor  is 
introduced,  and  a  roll  of  gauze,  about  three  fingers  in  width,  may 
be  rapidly  passed  into  the  vagina.  If  possible,  the  cervix  should 
first  be  plugged,  and  then  the  whole  vaginal  cavity  tightly  packed. 
Although  usually  a  Sims  retractor  is  employed  for  that  purpose, 
I  prefer  a  Neugebauer  speculum,  which  I  use  for  all  tamponing  in 
private  practice,  as  its  open  end  is  particularly  well  adapted  for 
this  purpose ;  it  is  self-retaining  when  used  with  its  fellow  and  is 
perfectly  aseptic.  Its  simplicity  and  special  adaptability  are  its 
most  commendable  features.  This  retractor  has  the  further  advan- 
tage of  not  in  the  least  displacing  the  solid  plug  when  the  instru- 
ment is  withdrawn  at  the  end  of  the  operation.  I  may  be  pardoned 
for  calling  attention  to  this  rather  elementary  subject,  but  as  I  am 
speaking  more  for  the  general  practitioner,  upon  whom  this  duty 


PLACENTA  PREVIA. 


265 


will  first  devolve,  than  the  specialist,  I  desire  to  facilitate  this 
maneuver  as  much  as  possible. 

It  cannot  be  denied,  however,  that  even  with  the  greatest  pre- 
cautions we  may  fail  occasionally  of  accomplishing  our  purpose. 
In  some  instances  the  blood  will  ooze  through  or  alongside  of  the 
tampon,  but  more  frequently  the  retraction  of  the  uterus  will 
draw  the  cervix  away  from  the  tampon,  and  blood  will  be  effused 
between  these  two  surfaces.  Internal  hemorrhage  is  not  likely  to 
occur,  as  the  intra-uterine  pressure  of  the  fetus  and  tense  bag  of 
waters  will  exert  sufficient  pressure  against  the  cervix  in  the  early 
stage  of  labor,  the  only  time  when  the  vaginal  plug  is  admissible. 
At  any  rate,  constant  watchfulness  and  observation  are  necessary, 
and  under  no  circumstances  should  a  physician  leave  his  patient 
from  this  time  onioard  until  the  end  of  labor. 

How  long  should  the  tampon  remain"?  As  long  as  there  is  no 
external  or  constitutional  evidence  of  hemorrhage.  If  no  bleeding 
occurs  it  is  not  necessary  to  remove  it  at  the  end  of  one  hour,  as 
Barnes  would  have  it ;  but  neither  is  it  safe  to  wait  for  its  expul- 
sion by  the  natural  labor  pains,  as  Pajot  advises.  It  should  be 
removed  at  the  end  of  about  twelve  hours,  unless  circumstances 
demand  an  earlier  removal. 

The  danger  of  sepsis  is  averted  by  the  known  rules  of  asepsis 
and  antisepsis  in  cleansing  the  genital  tract  and  the  use  of  sur- 
gically clean  material.  The  blood  itself  is  an  excellent  antiseptic, 
and  if  care  be  taken  against  the  introduction  of  any  contaminated 
object  the  risk  of  sepsis  is  indeed  very  slight. 

The  vaginal  tampon  when  properly  applied  is  therefore  indicated 
in  the  following  conditions  :  (1)  Marked  hemorrhage  in  preg- 
nancy, (2)  moderate  or  profuse  hemorrhage  in  the  beginning  of 
labor,  and  (3)  when  the  patient  can  be  kept  under  strict  super- 
vision. 

When  the  os  is  sufficiently  dilated  for  the  introduction  of  a  cer- 
vical tampon,  this  should  be  resorted  to.  Sponge  tents,  tupelo  or 
seatangle  tents,  although  still  advocated  by  some,  have  justly  been 
discarded  on  account  of  the  danger  of  infection,  in  the  first  in- 
stance, and  the  liability  to  slip  out  of  the  neck  of  the  womb  in  the 
latter  case.  Preferable  are  the  various  forms  of  rubber  appliances,  as 
Barnes's  bags,  Braun's  colpeuryuter  (originally,  however,  intended 
for  the  vagina,  as  its  name  implies)  ;  or  the  several  French  appli- 
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ances  devised  by  Tarnicr,  Chassagny,  Champetier  de  Ribes,  and 
others.  Of  these,  Barnes's  bags  are  undoubtedly  most  ingenious, 
and  theoretically  well  adapted.  Practically,  however,  they  fre- 
quently fail,  for  the  following  reasons :  difficulty  of  introduction, 
a  tendency  to  slip  out  notwithstanding  their  constricted  shape, 
and,  lastly,  the  necessity  of  early  removal  for  the  introduction 
of  a  larger  size.  Notwithstanding  that  these  disadvantages  have 
been  somewhat  obviated  by  the  modifications  of  Cowan,  Fehling, 
McLean,  and  others,  they  have  never  become  very  popular. 

The  most  serious  objection  is,  however,  that  they  do  not  always 
sufficiently  tampon  the  cervix  to  prevent  leakage,  as  shown  in  the 
following  case: 

Some  years  ago  I  was  summoned  to  a  case  of  placenta  previa  by 
a  medical  friend  who  had  endeavored  for  several  days  to  check 
hemorrhage  with  the  ordinary  vaginal  tampon.  On  examination 
I  found  the  os  sufficiently  dilated  for  combiued  version.  He  pre- 
ferred, however,  the  continued  use  of  the  tampon,  and  as  a  com- 
promise I  suggested  Barnes's  cervical  tampon.  I  accordingly  in- 
troduced the  largest  size  that  would  enter  the  cervix,  and,  when  it 
was  well  filled,  satisfied  myself  that  the  cervix  embraced  the  bag 
tightly ;  not  a  drop  apparently  could  leak  out.  As  I  had  been 
called  to  attend  another  case  of  hemorrhage,  I  left  the  case  in  his 
charge  until  I  could  return.  Unfortunately,  he,  too,  left  the 
patient  soon  after,  and  on  my  return,  half  an  hour  later,  I  found 
the  patient  almost  exsanguinated  from  loss  of  blood.  The  bag  had 
slipped  into  the  vagina,  and  I  was  forced  to  introduce  my  baud  as 
far  as  possible  to  check  the  terrible  bleeding  that  was  taking  place. 
With  the  greatest  difficulty  I  delivered  the  patient  by  version,  or 
accouchement  force,  before  the  bleeding  could  be  stopped.  Un- 
fortunately, septicemia  set  in,  and  six  weeks  later  the  woman  died 
with  a  phlegmasia  alba  dolens. 

This  case  well  illustrates  the  improper  use  of  the  tampon  in  the 
beginning,  the  unreliability  even  of  cervical  tamponing  in  advanc- 
ing labor,  and  the  necessity  for  constant  vigilance. 

Over  this  intracervical  tampon  of  Barnes,  the  supracervical  bags 
of  Tarnier,  Champetier  de  Ribes,  and  the  like,  are  a  decided  im- 
provement. 

Braun's  colpeurynter  (in  this  instance  more  properly  called  me- 
treurynter) has  also  been  used  by  Schauta  and  the  Vienna  school 
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for  tamponing  the  cervix.  Of  all  these  appliances,  Champetier 
de  Ribes's  bag  seems  to  me  the  most  efficient;  it  is  fast  finding 
favor,  not  alone  with  the  French,  but  also  with  German  and  Eng- 
lish obstetricians.  The  conical  shape  of  this  bag  adapts  it  most 
perfectly  for  controlling  hemorrhage  by  pressure  on  the  cervical 
portion  of  the  lower  uterine  segment,  and  also  prevents  its  expul- 
sion until  the  cervix  is  large  enough  to  be  followed  by  the  advanc- 
ing head  or  permit  the  introduction  of  the  hand.  Its  hydrostatic 
pressure  exactly  imitates  nature  by  opening  the  cervix  from  above 
downward.  A  further  advantage  is  its  inelasticity,  by  which  it 
exerts  a  stronger  pressure  upon  the  surrounding  tissues  than 
Braun's  colpeurynter  or  Tarnier's  intra-uterine  balloon.  It  can 
be  introduced  when  the  os  is  dilated  to  two  fingers'  breadth.  Con- 
sequently it  enters  into  direct  competition  with  Braxton  Hicks's 
method  of  combined  or  bipolar  version.  It  has  the  advantage 
over  this  latter  procedure  that  it  is  easier  of  execution,  requires 
no  assistant  for  anesthesia,  and  takes  less  time  than  combined 
version.  It  closely  follows  the  method  aud  principle  of  vaginal 
tamponment,  and  is,  therefore,  more  readily  learned.  The  shape 
of  the  bag  at  once  reminds  one  of  the  breech  and  thigh  of  the  child, 
acting  in  this  manner  similarly  to  the  extended  limb,  as  is  recom- 
mended in  the  final  stage  of  Braxton  Hicks's  method  of  version.  It 
performs  the  same  office  without  disturbing  the  axis  of  the  child. 
Its  disadvantages  are  said  to  be  the  danger  of  producing  sepsis  and 
the  tendency  to  displace  the  presenting  part,  and  thus  preventing 
the  head  from  engaging  in  the  cervix.  The  former  can  be  obviated 
by  chemical  antisepsis,  and  should  not  be  attended  with  greater 
danger  than  the  introduction  of  the  hand  in  version.  The  second 
objection  is  also  not  tenable,  for  either  the  head  may  be  pushed  into 
the  lower  part  of  the  uterus  or  the  hand  introduced  and  the  delivery 
concluded  by  version.  At  any  rate,  transverse  presentations  are 
very  frequent  in  placenta  previa ;  even  if  the  presentation  be 
vertical,  and  should  the  head  be  pushed  aside,  the  very  act  is 
accomplished  which  is  the  first  step  in  bipolar  version. 

A  perusal  of  recent  German  literature,  notably  the  reports  of 
the  proceedings  of  the  last  meeting  of  the  German  Gynecological 
Society  at  Leipsic,1  show  that  such  ardent  supporters  of  the  Brax- 

1  VII.  Congress  d.  Deutschen  Gesellschaft  f.  Gyniikologie  in  Leipzig,  1897.  Ref.  Monatsch. 
f  .  Gyniik.,  July,  1897. 
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ton  Hicks  method  as  Hofmeier,  Schatz,  Kuestner,  and  others, 
admit  the  advantages  of  the  cervical  tampon  and  look  upon  it  with 
much  greater  favor  than  vaginal  tampon  merit. 

Rupture  of  the  Membranes.  Contrary  to  the  accepted  rule 
in  normal  obstetrical  cases — to  preserve  the  membranes  until  full 
dilatation  of  the  os  has  occurred — early  rupture  of  the  bag  of 
waters  for  the  purpose  of  precipitating  uterine  contractions,  and 
thereby  arresting  hemorrhage  by  fetal  pressure,  has  been  very 
urgently  advised  by  several  eminent  authorities ;  other  equally 
experienced  obstetricians  have  as  stoutly  disapproved  of  this  proce- 
dure until  delivery  could  be  readily  effected  through  a  dilated  or 
dilatable  cervix.  Thus  Barnes  says  :  (t  The  puncture  of  the  mem- 
branes is  the  first  thing  to  be  done  in  all  cases  of  flooding  before 
labor  sufficient  to  cause  anxiety.  It  is  the  most  generally  efficacious 
remedy,  and  it  can  always  be  applied.  It  is  sometimes  sufficient 
in  itself ;  it  does  not  materially  interfere  with  the  resort  to  further 
steps."  1 

Schroder,  although  an  advocate  of  the  use  of  the  tampon  in  the 
beginning,  likewise  advises  early  rupture  of  the  membranes.  He 
siguificantly  adds,  "there  are  no  contraindications." 2  He  lays 
down  the  following  rule  of  treatment :  "Rupture  the  membranes, 
bring  down  one  foot,  but  wait  with  extraction."  3 

This  doctrine  is,  however,  not  adhered  to  by  all  his  pupils,  for 
Veit  observes  :  "Although  rupture  of  the  membranes  may  be  the- 
oretically correct,  I  would  recommend  it  in  practice  only  when, 
with  a  slight  previal  placenta,  the  os  is  well  dilated  and  the  size  of 
the  child  will  enable  its  immediate  engagement.  In  doubtful  cases 
combined  version  should  always  be  preferred,  but  sight  must  not 
be  lost  of  the  fact  that  with  the  loss  of  the  waters  combined  ver- 
sion becomes  very  difficult ;  we  should  not  attempt  rupture  of  the 
membranes  and  then,  when  the  hemorrhage  ceases,  resort  to  com- 
bined version."  4  Later  on  he  says  :  "  Rupture  of  the  membranes 
alone  suffices  in  those  cases  in  which  the  os  in  a  vertex  presenta- 
tion is  considerably  dilated  and  the  head  enters  upon  it."  5 

In  other  respects  he  is  a  firm  supporter  of  Braxton  Hicks's 
bipolar  version. 


1  System  of  Obstetric  Medicine  and  Surgery,  p.  584. 

2  Lehrbuch  der  Geburtshulfe,  9th  ed.,  p.  708. 
4  Hand.  d.  Geburtshulfe,  vol.  ii.  p.  76. 


3  Ibid.,  p.  707. 
6  rbid.,  p.  78. 
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Spiegelberg,  the  most  pronounced  apostle  of  accouchement  force, 
after  stating  his  objections  to  the  method  of  bipolar  version,  that 
it  is  not  always  easy  of  execution  and  that  it  does  not  arrest  hem- 
orrhage, continues  :  "  For  the  same  reason  rupture  of  the  mem- 
branes with  presentation  of  the  vertex  is  in  general  not  advisable. 
Experience  teaches  that  this  method  is  followed  by  a  good  result 
only  in  those  cases  in  which  there  are  labor  pains  and  the  head  is 
soon  forced  into  the  inlet.  Unfortunately,  in  placenta  previa  good 
pain3  are  often  wanting,  and  rupture  of  the  membranes  must  often 
be  followed  by  version,  now  performed  under  more  unfavorable 
circumstances  than  if  it  had  been  done  at  once.  Better,  therefore, 
do  the  whole  thing."  1 

It  will  be  seen  from  these  quotations  that  the  propositions  are 
diametrically  opposed  to  each  other.  The  advocates  of  early  punc- 
ture aim  to  excite  labor  pains  by  evacuating  the  liquor  amnii ;  the 
opponents  claim  that  good  pains  and  a  well-dilated  os  alone  justify 
this  procedure. 

In  my  judgment  both  views  are  extreme.  It  should  always  be 
our  endeavor  to  imitate  nature  as  much  as  possible,  even  in  so 
anomalous  a  condition  as  placenta  previa.  We  should  first  try  to 
check  hemorrhage  by  means  of  the  vaginal  tampon,  then  by  the 
cervical  plug,  always,  if  possible,  preserving  the  membranes  until 
rupture,  either  spontaneous  or  artificial,  can  be  followed  by  rapid 
delivery.  Moreover,  early  rupture,  in  a  certain  measure,  impedes 
bipolar  version,  for  this  operation  is  much  more  difficult  to  per- 
form with  the  waters  lost  than  with  the  membranes  intact.  It 
will  be  observed  that  advocates  of  early  rupture  are  at  the  same 
time  the  partisans  of  combined  version.  They  impede  their  own 
work.  It  also  lessens  the  chance  for  the  deflected  head  or  breech 
to  enter  into  the  cervix. 

On  the  other  hand,  when  hemorrhage  continues  unabated  and, 
in  spite  of  good  vaginal  tamponing  a  reasonable  time,  labor  pains 
do  not  set  in,  it  may  become  necessary,  in  the  interest  of  the  mother, 
to  disregard  all  rules  and  hasten  delivery,  not  for  the  purpose  of 
exciting  pains,  but  to  terminate  labor  as  rapidly  as  possible,  if 
need  be,  by  accouchement  force.  Complete  (or,  as  it  is  generally, 
though  not  always  correctly,  called,  central)  placenta  previa  will 


1  Handbuch  d.  Geburtshiilfe,  last  ed.,  p.  372. 
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require  this  early  puncture  of  the  membranes  more  frequently  than 
the  incomplete  or  lateral  variety,  as  the  hemorrhage  is  more  pro- 
fuse and  necessitates  rapid  delivery  without  awaiting  the  onset  of 
natural  pains. 

As  a  rule,  therefore,  the  membranes  should  be  ruptured  early  in 
labor :  (1)  when  hemorrhage  is  profuse  aud  cannot  be  checked  by 
tamponing ;  and  (2)  when  pains  are  absent,  and  it  is  evident  that 
evacuation  of  the  liquor  aranii  will  stimulate  the  uterus  to  contrac- 
tion. It  is  indicated  late  in  labor  :  (1)  when  the  os  is  sufficiently 
dilated  that  either  spontaneous  delivery  will  soon  follow  or  (2) 
manual  or  instrumental  delivery  can  safely  be  resorted  to. 

Version.  Much  on  this  subject  has  already  been  said  in  the 
discussion  of  the  two  preceding  methods  of  procedure.  It  is  un- 
doubtedly the  most  important  and  most  commonly  practised  method 
of  hastening  delivery  in  placenta  previa.  The  breech  and  thigh  of 
the  child  arrested  in  the  cervix  act  as  a  tampon  and  give  us  an 
excellent  means  of  checking  hemorrhage  before  extraction  of  the 
child  really  has  taken  place.  No  one  will  dispute  its  efficiency. 
The  only  question  at  issue  is,  can  it  be  resorted  to  sufficiently  early 
to  act  as  a  tampon  and  at  the  same  time  expedite  delivery  without 
danger  to  mother  and  child?  or  should  it  be  resorted  to  only  in 
those  cases  in  which  other  methods  have  already  been  tried  which 
proved  unavailing,  and  rapid  extraction  becomes  imperative? 

The  time  of  performance  is  here  an  important  element.  At  an 
early  date  no  other  method  of  version  than  that  known  as  bipolar 
version  is  safe  and  practicable;  at  a  later  date  direct  or  internal 
version  is  not  only  possible,  but  much  more  easy  of  execution. 

(a)  Braxton  Hicks  has  undoubtedly  conferred  a  great  boon  upon 
the  obstetricians  of  the  whole  world,  and  through  them  upon  suffer- 
ing womankind,  when  he  devised  his  now  so  widely  and  favorably 
known  method  of  combined  internal  and  external,  or  bipolar  ver- 
sion. He  has  given  us  a  method  by  which  we  can  relieve  women 
of  imminent  danger  of  death  long  before  any  other  means  are  at 
our  service.  For  no  other  condition  in  obstetric  practice  has  this 
been  a  greater  blessing  than  just  in  placenta  previa.  As  stated  in 
the  early  part  of  this  essay,  many,  nay  almost  all,  of  our  good 
results  in  lessening  maternal  mortality  have  been  due  to  the  skil- 
ful use  of  and  timely  resort  to  combined  ver.-sion.  It  is  but  re- 
cently, however,  that  its  beneficent  results  have  been  made  mani- 
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fest,  when  the  Berlin  school,  under  the  guidance  of  Schroder,  and 
followed  by  Hofmeier,  Behra,  Wyder,  and  Lomer,  obtained  such 
brilliant  results.  To  them  belongs  the  credit  of  having  brought 
this  method  more  prominently  again  before  the  world  and  for 
having  endeavored  to  introduce  it  more  generally  into  practice. 
Without  wishing  to  detract  one  iota  from  their  merits,  I  may  be 
pardoned  for  expressing  a  doubt  whether  such  excellent  results 
will  ever  be  obtained  outside  of  well-regulated  lying-in  institu- 
tions, where  skilled  operators  and  assistants,  careful  supervision,  and 
early  observation  go  hand-in-hand  together.  This  combination 
is  not  apt  to  be  found  in  general  practice,  where  the  merest  tyro 
may  suddenly  be  brought  in  confrontation  with  a  desperate  case, 
alone,  without  assistance,  and  at  a  time  when  every  moment  is 
precious. 

Let  us  briefly  review  under  what  circumstances  we  are  advised 
to  resort  to  combined  or  bipolar  version.  Barnes,  Schroder,  Veit, 
and  others  all  say  :  as  soon  as  two  fingers  can  be  inserted  into 
the  os,  no  matter  what  period  of  pregnancy  or  stage  of  labor. 
In  theory  this  is  correct,  but  is  it  always  possible  to  make  any  im- 
pression on  the  presenting  part  when  the  fetus  is  still  so  high  in 
the  pelvis?  It  is  true  that  rupture  of  the  membranes  may  bring 
on  labor  pains,  and  thus  force  the  body  of  the  child  sufficiently 
downward  to  be  reached  by  the  examining  finger.  But  we  have 
already  seen  that  this  loss  of  fluid  materially  impedes  the  rotation 
of  the  child,  which  must  be  done  with  ease  to  render  the  method 
effective.  We  have  already  stated  that  rupture  of  the  membranes, 
unless  followed  immediately  by  combined  version,  is  really  a  contra- 
indication against  its  performance. 

It  is  true  we  are  told  that  the  hand  must  be  introduced  entirely 
into  the  vagina,  so  that  the  extended  finger  or  fingers  may  penetrate 
the  long  cervix.1  But  who  can  do  this  at  so  early  a  stage  of  labor 
without  inflicting  great  pain  upon  the  patient,  not  to  speak  of  the 
impossibility  of  forcing  the  whole  hand  into  the  vagina  ? 

We  are  again  told  that  the  patient  must  be  thoroughly  anesthe- 
tized, when  it  will  be  easy  to  execute  all  the  maueuvers  necessary 
for  this  operation.  True,  but  this  requires  competent  assistance, 
thorough  obstetrical  knowledge,  both  in  diagnosis  and  treatment, 


1  Lomer  :  American  Journal  of  Obstetrics,  vol.  xvii.,  1884. 
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and  such  other  favorable  surroundings,  not  always  obtainable  in 
ordinary  practice.  Where  the  combination  above  mentioned  is  at 
hand,  the  results  that  have  been  attained  are  sufficient  proof  of 
the  excellence  of  the  method. 

The  reproof  that  infantile  mortality  has  not  been  lessened,  nay 
perhaps  even  increased,  is  to  my  mind  no  valid  objection,  as  the 
life  of  a  mother  is  paramount  to  that  of  a  number  of  children,  and 
where  the  maternal  loss  of  life  is  one-tenth  to  one-fifth  of  that  of 
former  statistical  results,  no  further  argument  is  needed.  It  must 
be  added,  however,  that  the  primary  object  aimed  at — namely, 
cessation  of  hemorrhage — is  not  always  obtained,  as  proven  by  a 
number  of  observers,  among  others  by  Runge  in  a  well-illustrated 
and  remarkable  case.1 

The  question  of  slow  extraction,  or  leaving  expulsion  of  the 
child  to  nature,  need  not  be  discussed  at  any  length.  It  is  now 
almost  the  common  opinion  that  slow  extraction  does  not  imperil 
the  integrity  of  the  cervix,  but  facilitates  labor  and  more  securely 
checks  hemorrhage. 

Finally,  then,  under  the  limitations  above  mentioned,  we  can 
strongly  recommend  this  method,  but  would  as  urgently  warn 
against  it  as  a  hazardous  attempt  when  it  cannot  be  readily  com- 
pleted, adding  to  the  difficulties  already  encountered,  unless  skil- 
fully executed.  Under  these  circumstances  the  cervical  tampon, 
as  already  described,  is  a  less  difficult  and  less  complicated  pro- 
ced  ure. 

Attention  has  already  been  called  to  the  similarity  in  shape  and 
action  of  Champetier  de  Ribes's  bag  and  the  ham  of  the  fetus. 
One  advantage  for  the  latter,  however,  in  the  completion  of  the  act 
of  combined  version  is  that  the  leg  of  the  child  offers  us  a  means 
of  delivery  at  the  same  time  that  it  acts  as  a  natural  tampon,  where- 
as the  expulsion  or  extraction  of  Champetier's  bag  does  not  yet  con- 
clude labor,  but  must  be  followed  by  version,  or,  in  favorable  cases, 
by  the  use  of  forceps,  unless  the  head  of  the  child  immediately  en- 
gages in  the  cervix  and  takes  the  place  of  the  artificial  tampon  that 
preceded  it. 

(6)  Internal  version,  by  which  we  mean  ordinary  podalic  ver- 
sion, is  the  oldest  and  best-known  method  of  terminating  labor  in 
placenta  previa  when  the  os  is  large  enough  to  admit  the  hand. 

i  Runge  :  Archiv  fur  Geburtshiilfe,  vol.  xli. 
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Wheu  proper  precautions  against  hemorrhage  have  been  taken 
in  the  earlier  or  dilating  period,  and  dauger  has  been  successfully 
averted  until  the  os  has  become  dilated — or  at  least  dilatable — 
podalic  version  is  the  most  practical,  direct,  and  effective  mode  of 
delivery,  and,  during  the  performance  of  the  act,  of  checking  the 
bleeding.  The  baud  and  arm  of  the  operator  first  compress  the 
bleeding  surface  ;  then,  when  the  foot  and,  following  it,  the  leg 
and  thigh  are  brought  down,  this  hemostatic  pressure  is  continued, 
just  as  in  the  final  stages  of  Braxton  Hicks's  method  of  bipolar  ver- 
sion. There  can  be  no  objection  to  this  method  when  the  circum- 
stances are  as  favorable  as  in  the  instance  just  mentioned.  But  a 
more  important  question  is,  shall  we  resort  to  direct  version  at  an 
earlier  stage  of  labor,  before  the  os  is  sufficiently  dilated  or  dila- 
table for  the  introduction  of  the  hand  ?  To  accomplish  its  purpose, 
the  hand  must  force  its  way  through  a  rigid  and,  as  yet,  undilated 
os,  and  unrelentingly  continue  its  pressure  until  it  wedges  its  way 
into  the  uterine  cavity,  seizes  the  foot  and  rapidly  brings  it  down. 
This  is  what  is  literally  meant  by  accouchement  force,  or  forced 
delivery.  However,  this  definition  has  been  somewhat  modified, 
and  the  term  has  been  sometimes  applied  to  a  method  of  procedure 
much  less  brusque  than  might  at  first  sight  appear. 

The  question  of  propriety  or  impropriety  of  this  operation  will 
be  measured  entirely  by  the  degree  of  force  to  be  used,  and  this 
again  will  be  determined  by  the  period  of  its  attempt.  The  term 
will,  therefore,  admit  of  a  very  wide  interpretation  and  will  always 
require  a  qualifying  explanation.  When,  therefore,  cases  are  re- 
corded as  having  been  delivered  in  this  manner,  a  description  of 
the  permeability  of  the  os  is  always  in  order,  to  determine  whether 
the  method  was  applicable  in  the  given  case  or  not.  It  is  with  this 
understanding  that  I  proceed  to  express  either  my  approval  or  dis- 
approval when  I  at  one  time  extol  and  then  again  condemn  this 
method. 

Early  in  labor,  when  the  os  is  firm  and  unyielding,  when  a  for- 
cible dilatation  would  be  apt  to  be  attended  with  laceration  of  the 
cervix  and  possibly  gangrene,  when  other  safer  means  are  at  hand 
to  cheek  the  bleeding  and  at  the  same  time  aid  the  natural  course  of 
labor  to  a  point  where  artificial  means  can  be  resorted  to  with- 
out injury  to  the  parts,  accouchement  force  is  certainly  to  be  con- 
demned.   The  only  justification  for  such  a  course  lies  in  such  a 

Obst  Soc  18 


274 


W.  H.  WBNNINO, 


state  of  affairs  that  no  time  is  to  be  lost,  when  the  bleeding  is  so 
enormous  and  uncontrollable  that  the  patient  is  sure  to  die  unless 
rapidly  delivered.  Here  the  question  hiuges  upon  the  point  whether 
the  woman  shall  be  allowed  to  die  undelivered  or  be  given  the  (it 
may  be)  slender  chance  of  recovery  by  forced  delivery. 

When,  however,  the  cervix  is  not  very  rigid  and  gradually 
yields  to  the  manual  dilatation  effected  by  one  finger  following  the 
other  until  the  whole  hand  can  be  introduced,  and  then  version 
cautiously  but  unhesitatingly  performed,  this  method  claims  ad- 
vantages over  any  of  the  others. 

In  the  first  place,  if  the  cervix  is  soft  but  not  friable,  the  fingers 
and  hand  form  the  best  dilator  and  intracervical  tampon.  The 
fingers  compress  the  bleeding  surface,  and  as  more  and  more  of  the 
placental  surface  is  denuded,  either  by  the  retraction  of  the  womb 
or  the  separation  of  the  placenta,  the  conical  hand  follows  it,  con- 
tinually checking  the  hemorrhage,  until  the  whole  hand  is  in  the 
cavity  of  the  uterus,  the  forearm  still  continuing  this  pressure  and 
occluding  the  os  until  the  process  is  reversed  by  the  withdrawal  of 
the  hand  in  the  process  of  extraction,  when  the  child's  limb  takes 
the  place  of  the  operator's  arm.  Under  favorable  circumstances 
it  takes  less  time  than  any  of  the  other  procedures  before  men- 
tioned, but  can  ouly  come  into  execution  when  labor  has  pro- 
gressed some  considerable  time.  With  the  exception  of  the  early 
tampon,  it  may  supersede  all  other  measures  and  safely  terminate  a 
desperate  case  that  would  baffle  all  other  means. 

The  majority  of  cases  in  consultation  that  I  have  seen  I  have 
delivered  in  this  manner,  and,  I  am  happy  to  state,  with  but  one 
death,  and  that  was  not  due  to  the  method,  but  to  other  causes. 
In  all  of  these  labor  had  proceeded  to  such  a  degree,  although  the 
loss  of  blood  had  been  previously  very  copious,  that  I  could  at 
once  check  further  bleeding  and  rapidly  and  safely  terminate 
labor.  In  two  or  three  desperate  cases  I  thus  effectually  tamponed 
the  cervix  until  the  patient  could  be  placed  under  an  anesthetic, 
and  through  a  relaxing  os  I  could  then  penetrate  into  the  uterus 
without  the  slightest  injury  to  the  cervix. 

Although  there  are  exceptions,  the  cervix  in  placenta  previa  is 
more  soft  and  dilatable  than  in  ordinary  conditions — it  is  true, 
frequently,  also  exceedingly  friable,  requiring  extreme  caution  in 
the  manipulation.    This  by  no  means  new  method  is  fast  finding 
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favor  with  very  eminent  authorities,  and,  as  may  be  seen  from  the 
list  mentioned  in  the  beginning  of  this  paper,  i.s  more  frequently 
practised  than  any  other  one  method.  When  speaking  of  accouche- 
ment forc6  as  a  safe  procedure,  the  initial  manual  dilatation  should 
always  be  understood. 

No  reference  has  been  made,  so  far,  to  separation  of  the  placenta 
as  a  distinct  method  of  treatment.  The  idea  that  total  separation 
of  the  placeuta  would  arrest  the  bleeding  was  based  upon  the  erro- 
neous theory  that  the  placenta  was  the  sole  source  of  hemorrhage. 
This  practice  of  Simpson  and  Radford  has,  therefore,  fallen  into 
disuse,  although  cases  might  occur  in  which  such  a  course  would 
be  necessary  when  it  would  be  impossible  to  reach  the  fetus  for 
the  purpose  of  delivery  by  any  other  means.  Then  it  becomes 
necessary  to  follow  immediately  with  extraction  of  the  child,  which 
would  otherwise  surely  die  of  asphyxia,  and  also  to  compress  the 
bleeding  maternal  placental  site  in  the  interest  of  the  mother. 

The  following  case,  in  which  this  was  unintentionally  practised, 
shows  the  possibilities  and  indications  of  this  procedure  : 

A  few  months  ago  I  was  summoned  in  the  evening  to  attend  a 
case  which  was  reported  to  be  one  of  miscarriage.  The  young 
woman  was  a  little  over  twenty  years  of  age,  and,  according  to  the 
statements  of  her  husband,  had  three  abortions  in  rapid  succession 
and  one  labor  at  term  ;  the  child  died  soon  after  delivery.  I  was 
told  that  in  this  impending  miscarriage  she  was  in  attendance  by  a 
physician,  a  friend  of  mine,  who  had  seen  the  case  in  the  morning 
but  could  not  be  found  in  the  evening.  The  hemorrhage  had  been 
slight  all  day,  but  had  become  much  more  profuse  in  the  evening, 
and  hence  the  alarm.  I  communicated  with  the  attending  physi- 
cian (who  had  returned  to  his  residence  by  this  time),  and  was  re- 
quested by  him  to  visit  the  case  for  him  that  night,  with  the 
promise  that  he  would  see  it  in  the  morning. 

On  my  arrival  at  the  house  I  found  that  there  had  been  consid- 
erable hemorrhage,  and  I  prepared  to  tampon  as  for  abortion. 
After  the  vagina  had  been  plugged  with  iodoform  gauze  I  found 
that  the  blood  continued  to  ooze  and  that  the  patient  showed  signs 
of  syncope.  I  at  once  removed  the  tampon,  passed  my  hand  into 
the  cervix,  and  found  it  covered  by  placental  tissue.  As  the  bleed- 
ing now  was  becoming  very  profuse,  I  attempted  to  rupture  the 
membranes,  but  found  that  I  could  nowhere  reach  the  membranes, 
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the  case  being  one  of  complete  placenta  previa.  I  then  endeavored 
to  pierce  the  placenta  through  its  substance  with  my  finger,  in  the 
hope  of  making  bipolar  version.  I  could  not  succeed  with  this,  as 
the  placenta  seemed  to  yield  to  my  finger,  and  was  simply  pushed 
up  higher  into  the  uterus,  the  bleeding  becoming  still  more  profuse, 
notwithstanding  that  I  was  making  firm  counter-pressure  upon  the 
uterus.  I  found,  however,  that  this  pressure,  when  I  withdrew 
my  finger,  momentarily  checked  the  bleeding,  and,  as  the  patient 
was  %rery  unruly  and  begged  me  not  to  proceed  any  further,  I  took 
advantage  of  this  temporary  respite  and  sent  for  assistance,  in  the 
mean  time  maintaining  the  position  of  my  hands  in  the  attitude  of 
internal  and  external  pressure.  When  my  assistant  arrived  I  had 
him  anesthetize  the  woman,  so  that  I  could  penetrate  higher  up- 
ward into  the  cavity  of  the  uterus  through  the  thick  placenta. 
Suddenly,  to  my  great  surprise,  after  a  hard  expulsive  pain,  the 
whole  placenta  was  thrust  into  my  hand  by  the  uterus,  and  I 
delivered  it  en  masse.  By  this  time  the  cervix  was  sufficiently 
dilated  so  that  I  could  gradually  introduce  my  hand,  and  in  a  few 
minutes  extracted  the  child  by  podalic  version.  The  child  was 
alive,  of  about  six  months'  gestation,  but  died  about  one  hour  after 
delivery.  The  mother  made  an  uninterrupted  recovery  without 
the  slightest  evidence  of  post-partum  hemorrhage  or  rise  in  pulse 
and  temperature.  The  cervix  had  not  been  torn  in  the  least,  and 
with  the  exception  of  an  old  laceration  which  had  occurred  in  the 
first  deli  very,  and  undoubtedly  was  the  cause  of  the  subsequent  abor- 
tions, there  was  nothing  abnormal  in  appearance.  At  a  later 
time  I  curetted  the  uterus  and  repaired  the  laceration,  with  apparent 
perfect  restoration  of  the  organ  to  its  normal  condition. 

A  somewhat  similar  case  has  been  recently  reported  by  Charles 
A.  Whitney.1  A  multipara  was  suddenly  seized  with  labor  pains, 
attended  with  great  hemorrhage.  During  one  of  these  paius  the 
whole  placenta  (which  had  also  been  central)  was  expelled  and 
hemorrhage  ceased.  As  the  labor  pains  had  also  ceased  and  the 
patient  was  much  exhausted,  restoratives  were  applied,  and  later 
the  child  was  extracted.    This  woman  also  made  a  good  recovery. 

The  other  methods  of  separating  the  placenta,  as  proposed  by 
Barnes,  Cohen,  Murphy,  and  others,  chiefly  applicable  to  lateral 
implantations,  are,  under  certain  conditions,  valuable  as  auxiliary 

1  New  York  Polyclinic,  1S96. 
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measures.  They  certainly  cannot  be  regarded  as  a  mode  of  treat- 
ment per  se,  for  clinical  experience  has  proven  sufficiently  that  the 
hemorrhage  frequently  continues  unabated  in  spite  of  the  detach- 
ment. 

For  the  purpose  of  converting  a  central  into  a  lateral  implanta- 
tion, pushing  the  placenta  aside  in  order  to  reach  the  membranes 
or  to  allow  the  head  to  descend  into  the  os,  this  method,  in  con- 
junction with  the  others  previously  mentioned,  may  often  serve  a 
useful  purpose  if  the  anatomical  relations  of  the  placenta  to  the 
cervix  have  been  previously  well  studied. 

Before  concluding  this  chapter  it  might  be  of  interest  to  describe 
a  novel  procedure  by  Nyhoff,1  of  Amsterdam,  in  the  treatment  of 
placenta  previa  centralis.  After  having  made  the  observation  that 
the  amnion  is  but  loosely  attached  to  the  placenta,  and  in  order  to 
prevent  the  placenta  from  being  drawn  away  during  the  process 
of  retraction  of  the  uterus,  he  proposes  to  pierce  the  placenta,  strip 
off  the  amnion  duriug  the  dilating  period,  and  thus  enable  it  to 
follow  the  changes  in  the  uterine  wall.  During  a  pain  the  am- 
niotic sac  bulges  into  the  rent  of  the  placenta,  which  is  gradually 
widened  until  the  child  is  born  spontaneously.  If  the  amnion  is, 
however,  very  friable  or  too  firmly  adherent,  he  prefers  delivery 
by  the  combined  method  with  the  extraction  of  the  leg.  He  claims 
for  it  the  following  advantages  :  (1)  It  does  not  interfere  with  the 
natural  progress  of  labor  as  do  rupture  of  the  membranes  and 
combined  version  ;  (2)  it  may  be  combined  with  aseptic  tampon- 
ing ;  (3)  no  anesthetic  is  necessary;  (4)  it  removes  the  temptation 
of  rapid  extraction;  and,  hence  (5),  prevents  cervical  lacerations. 

It  is  indicated  in  placenta  previa  ceutralis  when  the  os  permits 
the  introduction  of  two  fingers  and  the  pains  are  not  weak.  It  is 
contra-indicated  in  placenta  previa  lateralis  and  when  pains  are 
absent. 

Summary.  The  tampon  is  indicated :  (1)  In  hemorrhage  toward 
the  end  of  pregnancy ;  (2)  in  the  beginning  of  labor  when  the  os 
is  closed  ;  (3)  iu  moderate  dilatation  of  the  cervix — then  use  cer- 
vical tampon. 

Contraindicated :  (1)  When  dilatation  is  complete  or  nearly 
complete ;  (2)  when  it  fails  to  arrest  hemorrhage  even  when  dila- 
tation is  not  far  advanced. 

1  Monatschrift  f.  Geburtsh.  uud  Gyniikol.,  vol.  iv. 
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Rupture  of  the  membranes  indicated  :  (1)  When  os  is  well  dilated 
and  either  spontaneous  labor  or  artificial  delivery  may  occur;  (2) 
when  by  this  method  hemorrhage  is  better  controlled  than  by  other 
means ;  (3)  when  in  the  absence  of  labor  pains  it  will  be  followed 
by  immediate  pressure  of  the  presenting  part. 

Contraindicated, :  (1)  When  os  is  undilated  and  pains  are  good ; 
(2)  in  faulty  presentation  of  the  fetus,  unless  it  can  be  followed 
immediately  by  version. 

Version  is  indicated :  (1)  When  the  os  will  admit  two  fingers 
and  combined  version  can  readily  be  made — Braxton  Hicks's 
method;  (2)  when  the  os  is  well  dilated  or  dilatable  and  hemor- 
rhage is  profuse — direct  or  internal  version;  (3)  in  desperate  cases 
— accouchement  force. 

Contraindicated:  (1)  When  with  a  moderately  dilated  os  com- 
bined version  cannot  be  skilfully  made  (the  cervical  tampon);  (2) 
when  with  a  well-dilated  os,  after  rupture  of  the  membranes,  the 
head  immediately  engages  in  the  cervix. 

In  all  cases  strict  supervision  from  the  onset  of  labor  to  the  end 
of  delivery. 

To  summarize,  the  following  should  be  the  treatment  in  the  order 
of  time  in  placenta  previa,  depending  on  the  amount  of  hemor- 
rhage and  the  condition  of  the  patient  : 

(a)  Before  labor:  (1)  Hemorrhage  slight,  expectant  treatment; 
(2)  hemorrhage  moderate,  vaginal  tampon;  (3)  hemorrhage  pro- 
fuse, also  try  tampon  and  then  induce  labor. 

(b)  In  the  beginning  of  labor:  (1)  Hemorrhage  moderate,  first 
tampon  vagina  until  dilatation  sufficient  for  the  introduction  of 
the  cervical  bag,  or,  if  skilled  assistance  be  at  hand,  Braxton 
Hicks's  method  of  bipolar  version ;  (2)  hemorrhage  profuse,  first 
cervical  tampon ;  if  not  successful,  gradual  manual  dilatation  of 
os  until 

(c)  Labor  is  well  in  progress :  Then  rupture  membranes  and 
deliver  by  podalic  version,  or  if  hemorrhage  is  arrested  by  the 
descending  head,  apply  forceps,  or  if  pains  be  good,  permit  spon- 
taneous expulsion. 
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DISCUSSION. 

Dr.  Walter  B.  Dorsett,  of  St.  Louis. — Mr.  President :  There  is 
one  point  I  would  like  to  speak  about,  and  that  is  the  tamponade. 
I  think  when  we  consider  this  matter  we  frequently  lose  sight  of  our 
anatomy.  In  placenta  previa  centralis  or  lateralis  the  placenta  is  sup- 
plied by  bloodvessels  near  the  uterine  neck ;  therefore,  they  must  be 
uterine  arteries,  and  simply  pushing  gauze  or  cotton  into  the  vagina 
against  the  uterine  neck  is  not  following  the  teaching  of  nature,  nor  is 
it  following  our  knowledge  of  anatomy.  There  is  a  difference,  I  take 
it,  in  the  material  we  use  ;  gauze  is  not  always  the  best  material  that 
we  have  at  hand.  If  we  tampon  with  a  view  of  producing  pressure 
upon  the  uterine  arteries,  we  meet  the  indications  better  than  by  simply 
passing  a  hatful  of  tampons  irrespective  of  the  bleeding  site.  We 
know  the  uterine  arteries  pass  down  through  the  broad  ligaments  to 
the  vaginal  neck,  where  they  turn  upon  themselves  in  an  abrupt  man- 
ner, and  pass  along  the  sides  of  the  uterus.  If  we  take  a  tampon  of 
cotton,  roll  it  tightly,  and  apply  it  to  either  side  of  the  neck  (it  matters 
not  if  we  have  a  placenta  previa  lateralis  on  the  right  or  left  side), 
this  has  the  effect  of  producing  mechanical  pressure  upon  the  blood- 
vessels ;  it  also  has  a  tendency  to  dilate  the  cervix  by  pressing  up  the 
uterine  neck,  and  also  presses  upon  the  arteries.  When  the  space  be- 
tween the  wall  of  the  vagina  and  the  neck  has  been  well  filled  with  a 
rolled  tampon  of  cotton,  then  the  other  matter  is  of  very  little  conse- 
quence.   The  posterior  and  anterior  are  then  packed  tightly. 

It  has  been  my  misfortune  to  have  had  some  half-dozen  cases  of  bad 
hemorrhage  in  placenta  previa,  and  I  have  followed  this  out  hterally, 
as  a  rule — namely,  to  tampon  the  sides  of  the  neck  with  hard  rolls  of 
cotton,  and  then  afterward  pass  in  the  iodoform  gauze.  Of  course, 
you  can  use  iodoformized  cotton  as  well  as  gauze.  I  think  we  can  do 
more  good  in  this  way  in  regard  to  checking  hemorrhage  than  by 
simply  jiassing  the  gauze  into  the  uterine  neck,  or  for  that  matter  into 
the  vagina  in  a  haphazard  way. 

Dr.  Wenning  (closing  the  discussion). — I  expected  more  discussion, 
particularly  upon  the  question  of  early  rupture  of  the  membranes.  I 
will  say,  in  answer  to  the  point  just  made,  that  it  is  the  very  point 
which  I  endeavored  to  make  in  my  paper.  I  stated  my  reason  why  I 
preferred  a  bivalve  speculum  to  others,  as  it  opens  the  vaginal  vault 
better  than  any  other  speculum  I  know  of.  It  can  be  readily  held  in 
position,  especially  when  applied  with  its  fellow  on  the  opposite  side, 
and  it  opens  up  the  vaginal  vault  completely.    It  is  that  point  I  wish 
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to  make.  You  can  pass  cotton  or  gauze  around  the  cervix  more 
readily  and  easily  than  you  can  with  any  other  speculum.  By  dilat- 
ing the  speculum  slowly  you  have  an  enormous  space.  I  use  this  spec- 
ulum altogether  for  vaginal  tampon.  If  you  have  an  assistant  you 
have  the  advantage  of  traction  at  both  ends.  If  it  is  desirable  to  con- 
vert it  into  a  Sims's  speculum,  by  the  application  of  the  screw,  you 
can  make  posterior  retraction.  The  reason  I  prefer  gauze  is  because 
it  takes  a  longer  time  to  catch  the  cotton  balls  readily.  You  can  pass 
strips  of  gauze,  one  after  the  other,  and  thus  fill  up  the  whole  vaginal 
cavity.  Another  point  is,  that  it  is  much  more  easily  removed.  I 
noticed  this  especially  in  the  case  I  mentioned,  where  a  profuse  hem- 
orrhage came  on.  By  pulling  the  end  of  the  gauze  you  pull  out  the 
whole  tampon  in  the  least  possible  time  ;  whereas  in  pulling  out  cotton 
you  cannot  do  this. 

Dr.  Dorsett. — They  are  all  tied  together. 

Dr.  Wenning. — Then,  of  course,  it  won't  take  so  long. 


TONIC  AND  SPASMODIC  INTESTINAL  CONTRAC- 
TIONS, WITH  REPORT  OF  CASES. 


By  X.  0.  WERDER,  M.D., 

PITTSBURG. 


At  the  last  meeting  of  this  Association,  one  of  our  Fellows,  Dr. 
Long,  read  a  very  interesting  paper  on  "  Dynamic  Ileus,"  report- 
ing five  cases  of  this  disease,  two  of  his  own,  one  of  Dr.  Murphy's, 
and  two  which  occurred  in  my  practice.  The  novelty  of  this  sub- 
ject, and  some  further  experience  with  cases  that  are  at  least  anal- 
ogous and  may  help  to  throw  some  additional  light  on  this  interest- 
ing but  rather  obscure  condition,  are  my  only  excuses  for  bringing 
this  matter  before  you  at  this  meeting. 

I  hope  you  will  pardon  me,  if,  for  the  purpose  of  facilitating  an 
intelligent  discussion  of  the  subject,  I  present  a  brief  history  of 
the  cases  observed. 

Dr.  Long's  first  case  was  a  young,  neurotic  woman,  aged  twenty- 
one  years,  who,  when  she  came  under  the  doctor's  care,  had  had  no 
movement  from  the  bowels  for  four  weeks,  excepting  what  was 
washed  away  with  the  colon-tube,  with  frequent  attacks  of  nausea 
and  vomiting,  abdominal  pains,  and  distention.  When  the  abdo- 
men was  opened  no  mechanical  obstruction  was  discovered,  but  at 
three  different  points  of  the  intestinal  tract,  two  in  the  ileum  and  one 
in  the  sigmoid  flexure,  there  were  contractions  constituting  almost 
complete  occlusions  of  the  lumen  of  the  intestine  thus  affected,  and 
accompanied  by  considerable  distention  above  the  contracted  por- 
tion. The  sections  of  bowel  thus  contracted  were  dilated  by 
"  milking  the  intestinal  contents  along,"  after  which  the  abdomen 
was  closed.  The  patient  made  an  uninterrupted  recovery,  and  seems 
to  have  been  completely  relieved  of  the  symptoms  of  ileus. 

The  second  case,  man,  aged  twenty-one  years,  epileptic,  had  ap- 
pendicitis in  April,  1894,  from  which  he  had  never  fully  recovered. 
December  22d  of  the  same  year  the  abdomen  was  opened  and  the 
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appendix  enucleated  from  a  mass  of  adhesions.  At  a  point  two 
feet  from  the  ileo-cecal  junction  the  ileum  was  contracted  for  a 
distance  of  five  inches  to  one-third  its  normal  size,  causing  the 
parts  to  look  as  though  "  a  section  of  a  very  small  gut  had  been 
let  into  a  large  one."  This  contracted  portion  slowly  dilated  to 
nearly  normal  size  while  exposed  to  view.  The  patient  made  a 
good  recovery,  but  had  several  attacks  subsequently  of  "  obstruc- 
tion of  the  bowels,"  lasting  thirty-six  hours  and  subsiding  without 
operative  treatment. 

Dr.  Murphy's  case  was  a  man,  aged  forty  years,  who  had  been 
treated  for  a  number  of  attacks  of  lead-colic  ;  he  was  attacked  with 
acute  intestinal  obstruction  lasting  five  days,  when  the  abdomen 
was  opened  and  an  enlarged  coil  of  intestine  was  grasped  and  drawn 
into  the  wound.  With  it  came  eight  inches  of  a  contracted  por- 
tion which  resembled  a  solid  cord,  three-eighths  of  an  inch  in  diam- 
eter, and  was  as  stiff  as  a  rope  of  the  same  size.  The  intestine 
above  the  contracted  portion  was  much  distended.  After  ten 
minutes'  exposure  to  the  air  the  spasm  relaxed  and  the  intestine 
slowly  expanded  to  about  one  inch  in  diameter.  The  abdomen 
was  closed  and  the  bowels  moved  within  three  hours ;  no  further 
trouble  was  experienced. 

My  own  cases  are  briefly  as  follows: 

Case  I. — Mrs.  W.,  salpingo-oophorectomy,  October  9,  1895, 
for  "  small  round  cell  sarcoma,"  1  cm.  in  diameter,  of  right  tube. 
During  first  five  days  her  condition  was  excellent,  pulse  varying 
between  70  and  90,  and  temperature  only  once  reached  100°. 
Spontaneous  bowel  movements.  On  sixth  day  she  was  given  an 
egg-nog,  which  was  followed  some  hours  later  by  severe  cramps, 
nausea,  and  vomiting.  These  symptoms  were  less  severe  the  fol- 
lowing day,  but  persisted,  and  became  serious  two  days  later,  when 
she  became  very  nervous  and  excitable,  delirious  at  times,  with 
profound  depression,  temperature  100°,  pulse  rapid  and  feeble 
(150  to  170),  in  spite  of  repeated  and  energetic  stimulation. 
Nausea,  retching,  and  vomiting  continued,  and  only  yielded  tem- 
porarily to  lavage;  she  had  severe  cramps  all  over  the  abdomen 
with  visible  peristalsis  and  with  an  abdomen  that  was  flat  but  not 
tense  or  tender.  Cathartics,  enemata,  tubage,  all  failed  to  expel 
gas  or  feces  at  this  time,  though  a  small  amount  had  been  passed 
prior  to  this  date.    She  died  on  the  eleventh  day  after  operation. 
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It  was  learned  from  the  patient  and  husband  that  she  had  several 
such  attacks  previously,  from  which  she  nearly  died,  that  milk 
always  disagreed  with  her,  and  that  egg-nog  usually  caused  pain 
and  vomiting. 

At  the  autopsy,  four  hours  after  death,  the  ileum  was  found 
distended  with  gas  to  4.5  cm.  to  within  55  cm.  of  the  ileo-cecal 
valve.  From  that  point  to  the  a.nus  the  bowel  was  in  a  state  of 
firm  contraction,  the  ileum  being  1.2  cm.  and  the  whole  large  in- 
testine 1.2  by  1.6  cm.  in  diameter.  Its  peritoneal  covering  was 
glistening,  normal  ;  no  adhesions  anywhere ;  no  evidence  of  peri- 
tonitis. The  walls  of  the  firmly  contracted  portion  were  slightly 
anemic.  A  section  removed  quickly  relaxed  to  its  normal  calibre. 
The  pedicle  was  covered  by  smooth,  glistening,  transparent  endo- 
thelium, with  no  adhesions  or  exudate.  Abdominal  wound  firmly 
healed. 

Case  II. — Mrs.  S.,  vaginal  hysterectomy,  June  15,  1896,  by 
multiple  clamp  method,  for  small  uterine  fibroid,  with  marked  dys- 
menorrhea, menorrhagia,  and  metrorrhagia.  Patient  very  anemic 
and  neurotic.  Operation  uncomplicated,  easy.  A  little  pain, 
some  nausea,  and  considerable  restlessness  after  operation  ;  flatus 
passed  within  twenty-four  hours.  When  clamps  were  removed, 
forty-eight  hours  after  operation,  she  became  weak,  her  skin  was 
cold  and  clammy,  her  temperature  97.4°,  pulse  rapid  and  feeble. 
She  responded  fairly  well  to  stimulation.  Numerous  attempts  were 
now  made  to  move  her  bowels,  but  neither  gas  nor  feces  came  away. 

The  third  day  after  operation  the  abdomen  was  soft.  There  was 
very  little  distention,  general  peristalsis,  no  tenderness,  some  vom- 
iting. A  very  little  gas  was  expelled  after  one  enema.  Her  pulse- 
rate  had  varied  from  112  to  132  ;  her  temperature  varied  from 
97.4°  to  99°.  About  the  middle  of  the  fourth  day  she  sank  into 
collapse  and  died.  Autopsy  two  hours  after  death.  Stomach 
distended  to  a  capacity  of  about  1.5  litres.  The  small  intestines 
about  4  cm. ;  the  large  intestines  5.5  by  6.5  cm.  These  viscera 
contained  gas  and  about  1.5  litres  of  a  light  yellowish-brown  fluid. 
Their  walls  wei'e  thin,  glistening,  not  injected.  When  these  dis- 
tended parts  were  pulled  out,  the  lower  part  of  the  sigmoid  and 
15  cm.  of  the  ileum,  situated  between  30  and  45  cm.  from  the 
ileo-cecal  valve,  were  found  adherent  to  the  field  of  operation. 
These  were  of  normal  calibre,  while  the  rectum  and  the  lower  30 
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cm.  of  the  ileum  were  contracted  firmly  to  one-third  of  their  nor- 
mal size.  Where  these  contractions  began  the  bowels  were  saccu- 
lated, showing  that  there  had  been  some  attempt  upon  the  part  of 
nature  to  force  the  gas  through.  On  separating  the  adhesions, 
about  2  c.c.  of  fluid  were  found  in  the  pelvic  cavity.  There  was  a 
little  plastic  lymph  on  the  ileum  and  sigmoid,  and  they  were 
slightly  injected  at  the  points  of  adhesion.  Xo  pus  was  visible  to 
the  naked  eye;  there  was  considerable  extravasation  of  blood  under 
the  parietal  peritoneum  around  the  field  of  operation,  but  uot  more 
than  would  be  expected  from  the  pressure  of  the  clamp-forceps 
and  strips  of  gauze  introduced. 

In  glancing  over  a  brief  abstract  of  the  transactions  of  the  meet- 
ing of  the  last  German  Surgical  Congress,  held  in  April  of  this 
year,  I  found  a  statement  made  by  L.  Heidenhain,  in  a  discussion 
of  ileus,  that  during  the  last  few  years  he  had  made  the  experience 
that  complete  and  apparently  insuperable  obstruction  may  be  pro- 
duced by  a  firm  tonic  iotestinal  contraction  as  a  result  of  an  entero- 
spasm  of  a  portion  of  the  intestinal  tract.  He  justifies  this  conclu- 
sion by  an  experience  covering  three  cases  observed  at  the  Greifs- 
wald  University  clinic. 

The  first  case  was  discovered  accidentally  while  performing  a 
celiotomy  in  a  patient  suffering  from  a  dense  cicatricial  stenosis  of 
the  upper  portion  of  the  rectum,  for  the  purpose  of  doing  an  enter- 
ostomy. After  opening  the  abdomen  a  coil  of  greatly  distended 
small  intestine  protruded,  followed  by  a  section  of  bowel  of  con- 
siderable size,  which  was  perfectly  empty  and  firmly  contracted, 
though  no  organic  occlusion  could  be  found  at  the  junction  of 
these  two  sections  of  bowel.  I  have,  unfortunately,  been  unable 
to  obtain  a  full  report  of  the  transactions,  so  that  I  caunot  give  the 
other  cases  in  detail,  but  Heidenhain  states  that  in  all  these  cases 
the  condition  found  at  the  operation  was  an  enterospasm  of  a  sec- 
tion of  bowel  of  considerable  size.  He  regards  this  phenomenon  a 
reflex  disturbance  resulting  from  some  irritation  in  the  peritoneal 
cavity.  In  the  first  case  he  attributes  the  cause  of  this  irritation 
to  the  cicatricial  stenosis  of  the  rectum.  In  the  second  to  a 
strangulation  of  a  portion  of  the  small  intestine.  In  the  third 
nothing  was  discoverable  which  could  be  held  responsible  for  this 
reflex  enterospasm,  with  the  possible  exception  of  a  roundworm. 

There  is  one  noteworthy  difference  between  the  cases  reported  by 
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Drs.  Murphy  and  Long  and  those  of  the  writer.  The  contracted 
intestine  in  their  cases  spontaneously  relaxed  after  exposure  for  a 
time,  and  seemed  to  remain  so  afterward.  In  my  cases,  at  the  au- 
topsy, exposure  and  maniplation  did  not  have  the  slightest  influence 
on  the  intestine  which  was  the  seat  of  contractions.  It  caused 
neither  relaxation  of  the  contracted  portion  nor  contractions  in  the 
dilated  or  normal  sections  of  bowel.  It  was  only  after  excising  a 
part  of  the  contracted  portion  that  spasm  relaxed.  Whether  this 
difference  would  have  been  noted  during  life  in  my  patients  is,  of 
course,  mere  conjecture. 

While  the  cases  thus  far  observed  are,  I  admit,  only  few  in 
number,  they  nevertheless  prove  conclusively  that  there  is  a  form 
of  ileus  of  a  purely  functional  character ;  in  other  words,  a  simple 
tonic  contraction  of  the  circular  muscles  of  the  bowel  may  give 
rise  to  a  complete  intestinal  obstruction.  The  cases  of  Drs. 
Murphy  and  Long  speak  for  themselves  and  require  no  further 
comment.  In  my  own  cases  there  can  scarcely  be  any  reasonable 
doubt  that  the  enterospasm  was  responsible  for  the  symptoms 
of  ileus  and  for  the  fatal  termination.  In  the  first  case  the 
patient's  convalescence  was  perfectly  normal  until  the  sixth  day  ; 
in  fact,  she  was  reading  the  daily  papers  at  the  time  of  my 
visit,  and  expressed  a  desire  to  sit  up  in  bed.  Some  time  after 
drinking  an  egg-nog  the  first  attack  of  vomiting  came  on.  Dur- 
ing the  first  two  days  we  did  not  consider  her  condition  very 
serious,  especially  as  both  the  patient  and  her  husband  prouounced 
such  attacks  as  very  common,  particularly  after  the  use  of  milk, 
and  assured  us  that  on  several  occasions  her  life  had  been  despaired 
of,  but  that  she  always  rallied  and  made  a  rapid  recovery  after  days 
of  incessant  eraesis  and  obstinate  constipation.  Profound  collapse, 
which  rapidly  supervened  on  the  ninth  day,  preceded  death  for 
almost  two  days.  The  patient,  no  doubt,  succumbed  to  an  increas- 
ing toxemia  as  a  result  of  the  ileus.  The  post-mortem  examination 
found  the  peritoneal  cavity  perfectly  healthy,  with  the  exception 
of  the  very  firm  contraction  of  a  very  large  portion  of  the  intestinal 
caual  described  above. 

In  the  second  case  some  doubt  as  to  whether  the  cause  of  death 
was  dynamic  ileus  or  sepsis  may  be  justified  by  the  presence  of  a 
small  quantity  of  bloody  fluid  in  the  pelvic  cavity,  and  a  trace  of 
plastic  lymph  about  the  ileum  and  sigmoid,  but  the  firmly  coutracted 
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portions  of  bowel  found  at  the  autopsy,  held  two  hours  after  death, 
with  a  distinctly  dilated  section  of  intestine  above  it,  show  that 
the  condition  was  not  a  post-mortem  change,  but  that  nature  had 
tried  to  overcome  the  stricture  during  life. 

In  several  particulars  these  cases  differ  from  the  other  forms  of 
ileus  which  have  come  under  my  observation.  Tympanites,  which 
is  usually  one  of  the  first  symptoms  noticeable  in  occlusion  of  the 
bowel,  especially  in  the  paralytic  form,  was  almost  entirely  absent 
in  both  cases;  in  fact,  the  abdomen  was  perfectly  flat  until  shortly 
before  death.  Another  feature  which,  no  doubt,  was  largely  respon- 
sible for  the  delay  of  operative  treatment,  which  had  been  consid- 
ered several  times,  was  the  fact  that  during  the  first  few  days  the 
obstruction  was  not  complete,  as  evidenced  by  the  occasional  slight 
discharge  of  gas  under  the  stimulus  of  energetic  rectal  injection. 
In  the  beginning  the  tonic  spasm  evidently  relaxed  sufficiently  to 
allow  the  escape  of  some  gas.  These  two  features  made  the  diag- 
nosis in  these  two  cases  unusually  difficult,  and  prevented  timely 
operation,  which  I  regard  as  the  only  treatment  which  can  over- 
come this  tetanic  condition  of  the  intestinal  walls. 

Spasmodic  Conditions  of  Intestines.  Another  form  of 
enterospasm  in  which  the  contractions  are  not  tonic,  tetanic,  as  in 
the  cases  described,  but  spasmodic  in  character,  has  come  under  my 
observation  during  this  last  year.  The  contractions  are  just  as 
firm  as  in  the  other  form,  and,  for  the  time  being,  no  doubt  ob- 
struct the  intestinal  current;  but  the  spasm  soon  relaxes.  In  fact, 
contractions  and  relaxations  seem  to  succeed  each  other  at  very 
short  intervals,  as  the  following  cases  will  illustrate  : 

Case  I. — Mrs.  E,.,  aged  thirty-seven  years  ;  mother  of  two 
children,  six  and  four  years  old,  respectively;  was  admitted  to 
Mercy  Hospital,  February,  1897,  into  the  service  of  Dr.  J.  J. 
Buchanan.  The  attending  physician,  Dr.  F.  L.  Marsh,  of  Mt. 
Pleasant,  Pa.,  gives  the  following  history  of  her  case  :  She  was 
perfectly  well  until  two  years  ago,  when  she  had  an  attack  of  la 
grippe,  to  which  she  dates  her  present  illness.  Her  symptoms 
were  those  of  a  general  neurasthenia,  with  much  gastric  disturb- 
ance, especially  a  sensation  of  quivering  and  irregular  movements 
in  the  region  of  the  epigastrium,  which  later  extended  lower  down 
into  the  abdomen.  This  feeling  became  more  violent  at  times, 
and  was  then  described  as  "  churning."    Three  months  before  en- 
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tering  Mercy  Hospital  she  commenced  to  pass  at  stool  shreds  of 
membrane  and  considerable  mucus.  There  was  more  or  less  tym- 
panites. Occasionally  these  irregular  contractions  of  the  bowels 
led  her  to  believe  that  she  bad  a  tumor.  In  December,  1896,  Dr. 
Marsh  discovered  a  sausage-shaped  lump  a  little  above  and  to  the 
right  of  the  umbilicus.  It  was  hard,  about  two  inches  long,  and 
an  inch  thick.  It  could  be  distinctly  rolled  under  the  finger  and 
had  a  limited  mobility.  It  was  slightly  tender  and  painful  to  the 
touch,  and  was  found  at  each  examination  by  Dr.  J.  J.  Buchanan 
as  well  as  by  Dr.  R.  W.  Stewart,  his  colleague,  who  had  exam- 
ined the  patient  with  him  several  times.  Dr.  W.  W.  Keen,  of 
Philadelphia,  who  happened  to  be  in  the  city  at  that  time,  was 
asked  to  see  the  case,  and  had  no  trouble  in  mapping  out  the  mass 
very  plainly.  He  agreed  with  the  other  surgeons  in  attendance 
that  the  condition  was  some  neoplasm,  probably  of  a  malignant 
character,  the  most  probable  seat  being  the  pylorus,  and  advised 
an  exploratory  incision.  Because  of  an  infected  finger,  my  friend, 
Dr.  Buchanan,  referred  the  case  to  me  for  operation,  which  was 
performed  February,  1897. 

I  had  never  seen  the  patient  until  she  had  been  placed  upon 
the  operating-table  fully  anesthetized  and  her  abdomen  cleansed. 
I  made  an  examination,  but  failed  to  find  the  expected  tumor. 
In  fact,  I  could  feel  nothing  abnormal ;  but  as  a  neoplasm  had 
been  so  definitely  mapped  out  by  the  above  careful  observers,  an 
exploratory  incision  two  inches  long  was  made  in  the  median  line 
about  two  inches  below  the  ensiform  cartilage.  The  apparently 
normal  pylorus  and  a  portion  of  the  duodenum  were  delivered. 
During  the  manipulation  both  the  pylorus  and  two  or  three  inches 
of  the  adjoining  duodenum  began  to  contract  so  firmly  that  its 
thickness  was  not  more  than  one-half  inch,  and  it  became  as  hard 
as  a  finger.  Within  two  or  three  minutes  it  had  relaxed  com- 
pletely, but  the  same  process  was  repeated  several  times  as  the  re- 
sult of  some  slight  manipulation.  The  parts  were  in  full  view, 
and  this  peculiar  phenomenon  could  be  observed  by  all  present  in 
the  operating-room.  A  careful  search  in  this  region  of  the  peri- 
toneal cavity  was  made,  but  no  evidence  of  any  tumor  or  of  any 
other  abnormality,  excepting  a  dilated  condition  of  the  stomach, 
could  be  found.  The  viscera  were,  therefore,  returned,  and  the 
abdominal  wound  closed.    Convalescence  was  normal  save  that 
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the  patient  showed  marked  nervousness,  especially  during  the  first 
few  days  after  operation. 

Several  examinations  of  her  epigastric  region  during  convales- 
cence were  made,  but  did  not  show  the  lump  so  apparent  as  before 
the  operation.  Her  family  physician  reports  to  me  that  Mrs.  H. 
is  much  better  since  her  return  home,  and  that  she  has  not  required 
any  treatment.  For  that  reason  he  has  not  had  an  opportunity  to 
make  many  examinations,  as  she  lives  several  miles  from  his  office. 

Case  II. — Miss  Annie  O'D.  was  admitted  to  the  Medical  Depart- 
ment of  Mercy  Hospital  (Dr.  Mover's  service)  ten  weeks  previous 
to  my  first  examination,  where  she  received  treatment  for  stomach 
trouble,  constipation,  etc.  I  found  a  retroverted  uterus,  with 
endometritis.  Uterus  was  replaced  and  supported  by  a  pessary. 
It  gave  much  relief.  As  curettement  was  found  necessary,  a  sus- 
peusio  uteri  was  done  at  the  same  time,  January  30,  1897.  In- 
troducing my  finger  into  the  abdominal  cavity,  a  loop  of  bowel 
slipped  between  my  fiugers.  To  my  great  surprise,  it  was  con- 
tracted to  a  solid  cord.  While  bringing  it  out  of  the  incision  the 
enterospasm  gradually  relaxed,  but  on  manipulation  it  contracted 
again  to  the  former  condition.  This  phenomenon  was  repeated 
two  or  three  times  during  the  few  minutes  the  bowel  was  exposed 
to  view.  The  patient  was  discharged  from  the  hospital  very  much 
improved  in  health. 

In  two  other  cases  I  very  distinctly  felt  this  contraction  and  re- 
laxation of  a  portion  of  intestine,  seven  or  eight  inches  long,  while 
palpating  the  abdomen  during  an  examination. 

One  patient,  Mrs.  J.,  was  seut  me  for  examination  and  diagnosis 
by  Dr.  Ferguson,  who,  as  well  as  the  patient,  had  noticed  a  tumor 
in  her  abdomen.  During  my  examination  an  elongated  mass,  of 
the  thickness  and  consistency  of  a  finger,  was  felt  extending  across 
the  abdomen  about  the  region  of  the  umbilicus.  After  two  or 
three  minutes  this  relaxed  and  disappeared  entirely.  But,  contin- 
uing the  manipulation,  it  soon  reappeared  in  the  same  region  and 
apparently  in  the  same  section  of  the  intestine.  This  same  pro- 
cess was  observed  three  times  during  an  examination  of  about  fif- 
teen minutes.  The  other  case  was  almost  identical  with  the  one 
just  mentioned.  Both  complained  of  very  obstinate  constipation, 
resisting  almost  all  treatment.  Both  had  mucus  and  shreds  in 
their  stools  in  large  quantities.    They  also  had  freely  movable 
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kidneys  on  both  sides.  The  first  case  had  a  retroverted,  enlarged 
uterus  in  addition,  with  very  much  relaxed  vaginal  outlet.  Both 
of  them  had  been  aware  of  a  lump  in  the  abdomen  for  some  time. 

As  far  as  I  know,  this  spasmodic  form  of  enterospasm  is  a  con- 
dition which  has  never  been  described  before.  While  not  of  such 
a  serious  nature  as  the  tonic  form,  it  is,  nevertheless,  of  much  clin- 
ical interest  and  of  considerable  importance  in  a  diagnostic  point 
of  view.  Both  forms  have,  no  doubt,  the  same  etiological  origin. 
They  are,  in  my  opinion,  neuroses,  probably  of  a  reflex  character, 
produced  by  some  irritation  located  somewhere  in  the  peritoneal 
cavity  or  in  the  intestinal  canal.  This  irritation,  through  the 
nervous  system,  produces  an  increased  activity  of  the  circular 
fibres  of  the  muscular  coats  of  the  bowels,  which  in  one  case  may 
excite  an  enterospasm  of  a  spasmodic  character,  while  in  the  other 
a  tonic,  tetanic  condition  of  these  muscles  is  produced.  All  the 
cases  who  came  under  my  observation  were  of  a  markedly  neurotic 
habitus ;  the  same  may  be  said  of  Dr.  Long's  cases ;  they  were, 
therefore,  subjects  especially  inclined  to  such  nervous  disturbances. 

What  the  existing  cause  in  each  individual  case  was  is,  of  course, 
very  difficult  to  determine.  In  my  first  case  we  suspected  tyro- 
toxicon  poisoning,  from  the  fact  that  milk  in  her  case  seemed  to 
bring  on  such  attacks.  This  suspicion  is  more  than  justified  by 
the  fact  that  tyrotoxicon  not  only  causes  very  severe  vomiting, 
with  intestinal  cramps  and  very  obstinate  constipation  at  times, 
but  experiments  on  cats,  as  well  as  autopsies  on  human  subjects, 
have  demonstrated  the  presence  of  firm  tonic  contractions  in  por- 
tions of  the  intestinal  canal.1  Unfortunately,  no  bacteriological 
examinatious  were  made  in  our  case  to  confirm  the  suspicion. 

That  certain  conditions  in  the  peritoneal  cavity  may  be  accom- 
panied by  a  nervous  or  reflex  ileus  has  been  repeatedly  demon- 
strated. An  incarcerated  testicle,  twisted  pedicle  of  an  ovarian 
cyst,  biliary  colic,  etc.,  have  given  rise  to  at  least  temporary 
acute  obstruction.  I  myself  saw  a  case  with  my  friends,  Drs. 
Goulding  and  Ward,  with  a  view  to  operation,  in  which  a  com- 
plete obstruction  of  the  bowels  had  existed  for  almost  two  days, 
with  constant  vomiting,  considerable  tympany,  and  abdominal 
pains.    As  it  was  midnight,  and  the  case  was  not  urgent,  it  was 


1  "  Ptoma'ins,  Leucoma'ins,  Toxins  and  Antitoxins,"  by  Vaughan. 
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decided  to  defer  operation  until  next  morning.  Early  in  the  morn- 
ing the  pains  subsided,  and  shortly  afterward  he  passed  a  large 
renal  calculus,  which  was  followed  at  once  by  complete  relief  of 
all  symptoms  of  obstruction. 

Is  it  not  possible  that  in  these  cases  a  condition  of  enterospasm 
exists  which,  when  the  exciting  cause  is  removed,  relaxes  and 
allows  the  bowel  to  resume  its  normal  physiological  action?  At 
any  rate,  whether  the  temporary  ileus  be  due  to  an  enterospasm, 
or  an  intestinal  paresis,  the  cause  is  undoubtedly  of  nervous  origin, 
produced  by  reflex  action. 

The  same  explanation,  I  think,  holds  good  in  the  cases  of  entero- 
spasm reported  in  this  paper. 

We  are,  I  believe,  justified  from  the  experience  of  these  cases 
to  conclude  that  there  is  a  disease  which  we  may  term  enterospasm, 
characterized  by  spasmodic  contraction  of  the  circular  muscular 
fibres  of  portions  of  intestines  of  various  sizes. 

This  assumes  different  forms  which  are,  in  my  opinion,  simply 
different  degrees  of  severity  of  the  same  disease. 

The  mildest  form  is  that  in  which  contraction  and  relaxation 
alternate,  and  in  which  the  symptoms  are  a  peculiar  sensation  of 
quivering  and  commotion  in  that  part  of  the  peritoneal  cavity  in 
which  the  affected  bowel  is  located. 

Pain  accompanying  these  contractions  is  rarely  complained  of. 
Aside  from  other  digestive  and  nervous  disturbances,  very  obstinate 
constipation,  but  little  influenced  by  very  powerful  cathartics,  is 
the  most  marked  symptom,  according  to  my  observation.  A 
severer  form  is  that  found  in  the  cases  reported  by  Drs.  Murphy 
and  Long,  in  which  the  contraction  becomes  tonic,  unyielding,  and 
may  result  in  complete  ileus,  requiring  operative  treatment  for 
relief,  but  which  relaxes  on  exposure  to  air  and  manipulation. 

This  tonic  contraction  may  become  tetanic  and  absolutely  fixed, 
which  does  not  even  relax  after  death,  as  in  the  cases  of  the 
writer,  and  this  is  the  severest  and  most  dangerous  form. 

The  severity  of  the  form  no  doubt  depends  largely  on  the  nature 
and  degree  of  the  primary  irritation  which  excites  it. 

More  careful  observation  and  frequent  autopsies  in  cases  which 
have  died  from  symptoms  of  ileus  will  no  doubt  show  that  entero- 
spasm is  by  no  means  as  rare  as  it  appears  at  the  present  time,  and 
will  shed  further  light  on  this  still  obscure  condition. 


DYNAMIC  ILEUS  FOLLOWING  OPERATIONS  IN- 
VOLVING THE  ABDOMINAL  CAVITY,  WITH 
REMARKS  ON  ADYNAMIC  ILEUS. 


By  F.  BLUME,  M.D., 

ALLEGHENY. 


Intestinal  obstruction  following  operations  involving  the  ab- 
dominal cavity  has  within  the  past  few  years  been  frequently  the 
subject  of  discussion  in  societies  and  journals.  Quite  a  number  of 
cases  have  been  reported,  and  from  the  evidence  which  they  pre- 
sent we  are  led  to  conclude  that  this  grave  complication  is  by  no 
means  of  such  rare  occurrence  as  hitherto  believed,  and  that  it 
demands  our  earnest  consideration  to  correct  old  views  and  to 
establish  more  precise  indications,  which  may  guide  us  in  diagnosis 
and  treatment. 

A  decided  progress  in  this  direction  was  made  when  Olshausen1 
in  1887,  in  an  article  read  before  the  Berlin  Obstetrical  and  Gyne- 
cological Society,  called  attention  to  a  form  of  intestinal  obstruction 
which  had  not  yet  been  recognized,  a  paralysis  of  the  intestine  not 
dependent  upon  septic  peritonitis.  The  symptoms  in  these  cases 
are :  temperature  normal  or  but  slightly  elevated,  in  some  in- 
stances even  subnormal ;  pulse-rate  increased,  some  vomiting.  On 
the  second  or  third  day  after  operation,  or  even  later,  the  symp- 
toms of  collapse  manifest  themselves.  The  pulse  is  rapid  aud 
feeble,  the  abdomen  becomes  more  and  more  distended,  retching 
and  vomiting  more  frequent.  Neither  gas  nor  feces  are  expelled 
by  the  rectum.  The  general  condition  of  the  patient  during  the 
first  few  days  appears  to  be  good.  Nothing  is  observable  by 
which  the  development  of  so  serious  a  complication  can  even  be 
suspected  until  the  abdominal  symptoms  become  more  pronounced. 
Death  ensues  between  the  fourth  and  tenth  day  after  the  operation, 

1  Zeitschrift  fur  Geburtshiilfe  und  Gyniikologie,  vol.  xiv.  p.  619. 
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and  results  from  intoxication  of  the  decomposed  intestinal  con- 
tents. Post-mortem  examination  reveals  the  absence  of  perito- 
nitis. Olshausen  sees  in  prolonged  eventration  of  the  bowels  an 
important  etiological  factor  of  this  coudition. 

Notwithstanding  the  fact  that  competent  observers  have  con- 
firmed the  investigations  of  Olshausen,  there  is  still  difference  of 
opinion  in  regard  to  the  causes  of  this  variety  of  adynamic  ileus. 
The  opponents  of  this  theory  are  not  satisfied  with  the  ordinary 
post-mortem  examination  ;  they  insist  on  bacteriological  examina- 
tions to  exclude  sepsis.  It  is  not  my  intention  to  enter  upon  a 
discussion  of  this  theory.  I  will  but  briefly  refer  to  an  interesting 
article  of  Otto  Engstrem,1  published  this  year.  This  author  gives 
his  experience  with  four  cases  of  intestinal  paralysis  following  ab- 
dominal operations.  Every  one  of  the  patients  died,  although  in 
two  of  them  a  secondary  operation  was  performed.  Post-mortem 
examinations  showed  the  absence  of  peritonitis.  In  the  last  case 
a  careful  bacteriological  examination  was  made  with  negative  re- 
sult. Reviewing  the  investigations  of  other  observers,  he  arrives 
at  the  conclusion  that  paralysis  of  the  intestines  can  and  does  occur 
after  operations  involving  the  abdominal  cavity  without  infection 
at  the  time  of  operation.  Eventration  and  prolonged  manipula- 
tions of  the  bowels  are  the  most  potent  etiological  factors,  causing 
irritations  of  the  nerves  of  the  mesentery  and  the  gut-wall,  and 
leading  to  changes  in  the  circulation.  From  his  own  experience 
he  can  confirm  the  statement  of  other  observers  that  a  paresis  of 
the  intestinal  wall  can  be  produced  by  strong  saline  purgatives,  and 
it  appears  to  be  by  no  means  impossible  that,  as  a  consequence  of 
their  use,  a  weakened  condition  of  the  gut- walls  is  created  before 
the  operation.  He  looks  upon  the  increased  susceptibility  of  the 
nervous  system,  often  so  marked  in  patients  before  operation,  as  a 
predisposing  etiological  factor. 

There  is  hardly  a  surgeon  who  cannot  recall  a  case  in  which  the 
symptoms  described  above  presented  themselves,  where  the  prog- 
nosis seemed  to  be  favorable  during  the  first  few  days,  and  which 
ended  fatally  from  intestinal  obstruction  before  a  week  had  passed 
by.  The  diagnosis  remained  uncertain ;  even  the  autopsy  did  not 
give  a  satisfactory  explanation.    Such  a  case  came  under  my  ob- 
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servation  in  April,  1896.  The  patient  from  whom  I  had  removed 
a  right  pyosalpinx  was  very  restless  after  operation,  and  could 
scarcely  be  managed.  General  condition  good  on  the  second  and 
third  day.  In  the  middle  of  the  fourth  day  the  symptoms  of  in- 
testinal obstruction  developed  ;  temperature  99°,  pulse  130.  Peri- 
stalsis was  perceptible  from  the  second  to  the  fourth  day.  Collapse 
in  the  morning  of  the  fifth  day  ;  temperature  97f  °,  pulse  142. 
Death  toward  the  end  of  the  fifth  day.  Autopsy:  the  intestines 
enormously  distended,  their  peritoneal  covering  slightly  injected, 
but  otherwise  normal  in  appearance.  No  adhesions,  no  evidence 
of  peritonitis.  This  post-mortem  examination  made  a  deep  im- 
pression upon  me. 

I  have  presented  to  you  this  brief  sketch  of  one  type  of  ady- 
namic ileus  to  bring  out  certain  points  and  conditions  which  more 
or  less  are  associated  with  every  form  of  intestinal  obstruction,  and 
to  which  reference  will  have  to  be  made  repeatedly  later  on.  It 
may  serve,  therefore,  as  an  introduction  to  the  study  of  dynamic 
ileus,  to  which  I  now  invite  your  attention. 

The  first  case  of  dynamic  ileus  followiug  operation  which  I  have 
been  able  to  find  in  the  literature  at  my  disposal,  occurred  in  1887 
in  Olshausen's  clinic,  and  was  published  in  1888  by  P.  Reichel,1 
one  of  his  assistants.  It  was  a  case  of  vaginal  hysterectomy  for 
cancer  of  the  cervix  uteri.  The  patient  did  well  the  first  days. 
No  rise  of  temperature.  Nausea,  but  no  vomiting.  The  pulse-rate 
remained  above  normal,  and  increased  to  140  on  the  third  day. 
Abdomen  distended,  marked  peristalsis,  visible  through  the  thin 
abdominal  walls.  No  gas  or  feces  expelled  by  the  rectum.  En- 
emata  and  stomach-washing  gave  no  relief.  The  abdomen  was 
opened  on  the  seventh  day.  The  small  intetines  were  greatly  dis- 
tended, their  serous  coat  strongly  iujected,  but  smooth  and  glisten- 
ing. The  lower  part  of  the  ileum,  about  five  inches  from  the  ileo- 
cecal valve,  and  a  portion  of  the  mesentery  were  adherent  to  the 
vaginal  wound.  On  separating  the  adhesions  three  to  three  and 
one-half  inches  of  this  part  of  the  bowel  were  found  to  be  firmly 
contracted,  resembling  a  solid  cord.  All  efforts  to  move  the  in- 
testinal contents  along  by  compression,  and  thus  dilate  the  con- 
tracted portion,  failed.    The  patient  died  on  the  table. 


j1  Ibid.,  vol.  xv.  p.  37. 
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Numerous  cases  of  intestinal  obstruction  after  operation  have 
been  observed  in  which  the  ante-  or  post-mortem  examination 
showed  that  a  few  inches  of  the  gut  were  "  collapsed"  or  "  con- 
tracted." Either  a  constriction  by  peritoneal  bands,  or  an  acute 
flexure,  or  some  other  mechanical  obstruction  has  been  given  as 
a  causative  factor ;  they,  therefore,  do  not  belong  to  the  form  of 
obstruction  now  under  consideration. 

I  have  found  but  two  more  cases  recorded  which  illustrate  the 
dynamic  variety  of  ileus  following  operation — the  cases  of  my 
friend,  Dr.  X.  O.  Werder.  They  are  well  known  to  you,  as  they 
were  made  a  part  of  the  exceedingly  interesting  paper  which  Dr.  J. 
W.  Long1  presented  to  this  Association  at  the  Richmond  meeting 
last  year. 

I  wish  to  submit  to  your  consideration  today  a  brief  report  of  a 
case  of  dynamic  ileus  which  I  saw  early  last  fall. 

Mrs.  M.,  aged  thirty-six  years,  mother  of  two  children,  very 
nervous  and  emaciated.  Large  unilocular  intraligamentous  cyst 
of  right  ovary,  adherent  to  bowel  and  omentum. 

Ovariotomy,  September  29,  1896.  Patient  was  very  weak  after 
the  operation,  but  reacted  well  after  the  use  of  stimulants.  Nausea 
and  vomiting  during  the  first  twenty-four  hours.  Slight  elevation  of 
temperature  ;  pulse-rate  remained  above  normal.  On  the  second  day 
she  was  given  and  retained  small  doses  of  hot  water  and  broth.  Gas 
was  expelled  by  the  rectum.  Her  general  condition  improved,  and 
at  the  end  of  the  second  day,  with  normal  pulse  and  temperature, 
she  seemed  to  be  quite  comfortable,  and  the  case  looked  very  favor- 
able. On  the  following  night,  or  early  next  morning,  she  again 
commenced  to  vomit,  and  for  the  first  time  complained  of  colicky 
pain  in  her  abdomen,  which  was  slightly  distended.  Increased 
peristalsis  was  audible;  gurgling  sounds  could  be  heard  at  the  bed- 
side. Her  condition  grew  gradually  worse  toward  the  end  of  the 
third  day.  The  temperature  varied  between  99°  and  101°,  the  pulse- 
rate  between  100  and  120.  All  attempts  to  obtain  a  movement  of 
the  bowels  by  cathartics  and  intestinal  injections  resulted  in  failure. 
The  distention  of  the  abdomen  increased.  The  patient  became  very 
nervous  aud  restless,  and  the  symptoms  of  collapse  began  to  mani- 
fest themselves.    Fecal  vomiting  occurred  about  seventy-six  hours 

1  Transactions  of  the  American  Association  of  Obstetricians  and  Gynecologists. 
vol.  ix.  p.  214. 
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after  operation.  Half  an  hour  later  I  found  her  profoundly  col- 
lapsed, with  a  pulse  of  150,  hardly  perceptible,  no  peristaltic  action 
of  the  bowels  ascertainable.  The  diagnosis  of  intestinal  obstruction 
dependent  upon  some  mechanical  cause  seemed  to  be  certain. 

The  patient  having  been  etherized,  I  reopened  the  incision.  The 
small  intestines  were  very  much  distended,  their  peritoneal  cover- 
ing slightly  injected,  smooth,  and  glistening.  Six  inches  above  the 
ileo-cecal  valve  and  for  a  distance  of  about  ten  inches  the  ileum 
was  firmly  contracted,  its  lumen  completely  obliterated.  The  con- 
tracted portion  was  strongly  wrinkled,  as  if  a  purse-string  suture 
had  been  applied  and  tightly  drawn.  At  its  proximal  end  there 
was  a  slight  abrasion.  Immediately  above  the  contracted  portion 
the  bowel  was  enormously  distended  and  sacculated,  showing  the 
effect  of  the  violent  peristaltic  action.  The  bowel  below  it  was  soft, 
empty,  and  collapsed.  No  adhesions,  no  fluid  in  the  abdominal 
cavity,  no  evidence  of  peritonitis. 

An  attempt  to  force  gas  into  the  contracted  portion  by  compress- 
ing the  bowel  above  it  was  not  successful.  I  opeued  the  ileum, 
and  a  large  amount  of  gas  came  away.  Having  stitched  the  bowel, 
I  again  turned  my  attention  to  the  contracted  portion,  which  was 
found  to  be  unchanged.  By  this  time  the  patient  was  almost  pulse- 
less, and  I  had  to  close  the  abdomen  quickly.  She  recovered  from 
the  anesthetic  and  appeared  to  be  improving  for  several  hours,  when 
early  in  the  morning,  coma  supervened.  She  died  in  the  middle  of 
the  fourth  day  after  the  first  operation.    No  autopsy. 

I  regret  to  say  that  I  have  nothing  to  offer  which  could  satisfac- 
torily explain  dynamic  ileus.  When  I  saw  the  firmly  contracted 
portion  of  the  ileum  it  at  once  reminded  me  of  the  experiment  con- 
ducted by  Dr.  Robert  T.  Morris1  at  the  Toronto  meeting  of  this 
Association,  while  demonstrating  the  mechanism  of  ileo-intussuscep- 
tion  in  a  rabbit.  A  sudden  spasm  of  the  circular  muscle  of  the 
bowel  was  produced  by  touching  the  ileum  with  a  bit  of  carbonate 
of  sodium.  The  calibre  of  the  bowel  was  decidedly  reduced,  and 
intussusception  occurred. 

From  the  evidence  which  this  experiment  and  the  cases  under 
discussion  present  it  seems  to  be  at  least  not  improbable  that  certain 
toxic  substances,  the  result  of  decomposition  of  the  intestinal  con- 


1  Ibid.,  vol.  vii.  p.  198. 
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tents  play  the  most  important  part  in  the  etiology  of  dynamic  ileus. 
I  look  upon  them  as  the  exciting  causes,  which,  under  certain 
circumstances,  may  produce  tonic  contractions,  a  tetanic  condition 
of  a  segment  of  the  intestine,  which  not  only  continues  under  anes- 
thesia, but,  at  least,  for  hours,  even  after  death.  This  contraction, 
as  the  reports  show,  is  found  in  those  parts  of  the  bowel  which  are 
nearest  to  the  field  of  operation  and  exposed  to  manipulations  and 
injuries.  Here  a  point  of  least  resistance  is  created  in  the  intestinal 
tube  by  the  irritations  of  the  nerves  supplying  this  part,  by  the  dis- 
turbance of  their  mechanism,  and  by  the  changes  which  take  place 
in  the  gut-wall. 

I  do  not  attempt  an  explanation  of  the  very  extensive  tonic  con- 
tractions found  in  Dr.  Werder's  first  case.  As  in  the  other  cases, 
the  lower  portion  of  the  ileum  was  involved,  but  besides  this  the 
whole  large  intestine  was  in  a  state  of  firm  contraction — a  condi- 
tion which  I  think  it  is  impossible  to  satisfactorily  explain  at  the 
present  time.  Further  investigations  into  the  pathology  of  dynamic 
ileus  are  needed  to  solve  this  and  allied  questions. 

I  beg  to  direct  attention  to  the  fact  that  in  none  of  the  four  cases 
on  record  has  a  correct  diagnosis  been  made.  In  my  own  case  I 
arrived  at  the  opinion  that  it  was  a  mechanical  obstruction  I  had 
to  deal  with.  The  symptomatology  of  this  case  is  indicative  of 
the  presence  of  an  obstruction,  probably  in  the  lower  portion  of 
the  small  intestine,  but  nothing  more.  Whether  this  obstruction 
was  due  to  a  tonic  contraction  or  to  a  flexure,  or  constriction,  or  to 
any  other  form  of  mechanical  obstruction,  could  not  be  determined. 

As  stated  iu  the  report,  the  patient  was  doing  well  at  the  end  of 
the  second  day  and  during  the  following  night  until  in  the  morning, 
when  she  complained  of  pain  in  the  abdomen,  was  nauseated,  and 
began  to  vomit.  When  I  saw  her  in  the  forenoon  the  abdomen 
was  slightly  tympanitic,  peristalsis  increased,  pulse  accelerated. 
The  pain  complained  of  was  not  limited  to  a  certain  point,  but 
extended  over  the  whole  abdomen,  and  was  thought  to  be  dependent 
upon  the  active  peristaltic  movements  of  the  intestines.  These  con- 
ditions are  so  familiar  to  us,  we  meet  with  them  so  often  in  favor- 
able cases  at  this  period  after  operation,  that  we  do  not  regard  them 
as  unusual.  We  know  them  to  improve  quickly  after  a  movement 
of  the  bowels  is  obtained. 

I  saw  the  patient  again  in  the  afternoon.    Her  condition  had 
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grown  worse.  The  inability  to  get  the  bowels  to  act,  the  increased 
peristalsis,  and  the  manifestations  of  threatening  collapse  suggested 
the  probability  of  intestinal  obstruction.  The  advisability  of  re- 
opening the  abdomen  was  carefully  considered,  but  the  diagnosis 
was  by  no  means  clear  at  this  time  to  justify  interference. 

It  is  probably  more  interesting  to  the  surgeon  than  important  to 
the  welfare  of  the  patient  to  attempt  to  differentiate  in  cases  of 
post-operative  intestinal  obstruction  between  the  various  forms  of 
ileus.  Dynamic  and  mechanical  ileus,  to  which  it  clinically  be- 
longs, as  well  as  the  adynamic  variety,  which  I  have  described  in 
my  introductory  remarks,  and  the  ileus  of  sepsis,  all  lead  to  the 
same  end — death — unless  relieved  by  timely  surgical  interference. 
For  practical  purposes  such  differential  diagnosis  is  hardly  needed. 
We  must  distinguish,  however,  between  these  forms  of  ileus  and 
the  very  obstinate  constipation,  often  so  difficult  to  overcome,  after 
operations.  This  differential  diagnosis  is  extremely  difficult  early 
in  the  course  of  the  disease,  in  those  iustances  where  the  symptoms 
are  less  distinct.  Even  fecal  vomiting  does  not  remove  the  doubt, 
for  it  sometimes  occurs  in  favorable  cases — i.  e.,  in  cases  which 
get  well  without  surgical  interference.  It  was  not  present  in 
Olshausen's  cases  of  adynamic  ileus,  and  occurred  late  in  my  case 
of  dynamic  ileus. 

There  can  be  no  doubt  that  these  cases  of  obstinate  constipation 
represent  a  mild  form  of  that  type  of  adynamic  ileus  described  by 
Olshausen.  In  some  instances,  however,  we  must  regard  them  as 
the  result  of  an  infection,  of  a  slight  localized  peritonitis,  which 
quickly  subsided.  As  in  cases  of  septic  ileus,  peristalsis  is  absent 
or  greatly  diminished,  even  hardly  perceptible.  This  most  impor- 
tant symptom,  which  distinguishes  obstinate  constipation  and  the 
various  forms  of  adynamic  ileus  from  dynamic  and  mechanical  ileus, 
is  apparently  often  overlooked  or  its  value  underrated. 

During  the  progress  of  the  disease  the  abdominal  symptoms  be- 
come more  pronounced,  the  pulse  more  accelerated.  The  patient 
grows  nervous  and  restless  ;  she  seems  to  realize  that  her  life  is  in 
danger.  Clearly,  this  condition  can  no  longer  be  confounded  with 
that  of  obstinate  constipation.  The  only  question  to  decide  at  this 
advanced  stage  is  the  differential  diagnosis  between  septic  peri- 
tonitis and  ileus.  The  general  condition  of  the  patient  during  the 
first  few  days,  the  absence  or  slight  elevation  of  temperature,  and 
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the  character  and  rate  of  the  pulse  at  this  time,  permit  us  to  ex- 
clude sepsis  as  the  probable  lesion.    The  continued  increased  peri- 
staltic action  confirms  this  view,  and  makes  it  clear  that  an  occlusion 
of  the  bowel  exists. 

We  have  been,  and  still  are,  under  the  influence  of  that  doctriue 
which  sees  in  every  case  of  intestinal  obstruction,  subsequent  to 
operation,  in  the  first  place  a  case  of  septic  peritonitis,  whether  there 
be  a  rise  of  temperature  or  not.  It  is  the  influence  of  this  doctrine 
which  has  stilled  the  hands  of  many  a  surgeon  until  the  patient 
was  beyond  the  reach  of  human  aid.  So  deeply  rooted  is  this 
doctriue  that  even  in  those  cases  which  die  on  the  fourth  day  or 
later,  and  in  which  at  the  autopsy  no  visible  evidence  of  peri- 
tonitis can  be  found,  sepsis  is  diagnosticated,  or  at  least  suspected, 
and  the  operator  criticises  himself  and  his  assistants  for  having 
infected  the  patient.  It  is  well  known  that  a  patient  may  die  of 
acute  fulminating  peritonitis  in  from  twenty  to  thirty-six  hours 
after  operation  without  any  symptoms  of  peritonitis  in  the  abdom- 
inal cavity.  But  why  these  symptoms  should  not  develop  after  suffi- 
cient time  for  their  development  has  elapsed  before  death  ensues  is 
certainly  difficult  to  comprehend.  The  true  cause  of  death  in 
those  cases  which  terminate  fatally  at  or  after  the  fourth  day  is  by 
no  means  clear.  Is  it  not  fair  to  assume  that  these  patients  do  not 
die  from  peritonitis  alone,  if  it  be  admissible  to  thus  term  this 
condition,  but  that  death  must  be  attributed  far  more  to  the  toxic 
substances  which  result  from  decomposition  of  the  intestinal  con- 
tents ? 

Whenever  a  doubt  remains  as  to  the  true  nature  of  the  disease, 
the  patient  should  have  the  benefit  of  the  doubt.  The  abdomen 
should  be  re-opened,  or,  in  cases  following  vaginal  hysterectomy, 
an  exploratory  incision  should  be  made.  The  gravity  of  the  con- 
dition and  the  slight  danger  attending  these  methods  of  investiga- 
tion render  them  justifiable. 

The  importance  of  an  early  diagnosis  should  never  be  lost  sight 
of.  Collapse  may  set  in  unexpectedly,  making  surgical  interfer- 
ence hopeless.  The  early  profound  collapse  in  my  case  must  be 
attributed  to  the  very  poor  health  of  the  patient,  whose  vitality  was 
far  below  par  when  I  first  saw  her.  With  the  appearance  of  col- 
lapse peristalsis  ceased,  the  intestines  being  over-distended  and 
paralyzed.    There  are  no  points  of  distinction  between  the  various 
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forms  of  ileus — including  the  paresis  of  general  peritonitis — at 
this  stage  of  the  disease. 

I  have  omitted  to  differentiate  between  dynamic  ileus  and  the 
various  types  of  mechanical  ileus.  Dynamic  ileus  belongs  clin- 
ically to  the  mechanical  variety,  from  which  it  cannot  be  distin- 
guished if  the  obstruction  occurs  in  the  same  portion  of  the  intes- 
tine. A  discussion  of  the  accessory  symptoms  which  are  observable 
in  cases  of  mechanical  ileus,  and  which  differ  according  to  the  loca- 
tion and  character  of  the  obstruction,  is  deemed  to  be  beyond  the 
scope  of  this  article. 

Dynamic  ileus  following  operations  must  be  regarded  as  a  sur- 
gical disease,  aud  surgical  treatment,  in  order  to  be  successful,  must 
be  instituted  before  the  vital  forces  of  the  patient  are  exhausted. 
This  statement  may  at  first  sight  seem  to  be  too  radical.  The 
lessons,  however,  which  the  cases  on  record  teach  us,  in  my  opinion, 
warrant  this  assertion,  notwithstanding  the  fact  that  all  the  patients 
died,  two  with  and  two  without  operative  interference. 

The  oi'dinary  means — cathartics,  enemata,  and  stomach- washing 
— have  been  faithfully  tried  and  have  utterly  failed  to  give  relief. 
The  nature  of  the  obstruction  has  led  to  the  suggestion  of  anti- 
spasmodics. I  do  not  think  they  can  influence  a  contraction  which 
persists  under  anesthesia,  nor  do  I  understand  how  we  are  to  find 
the  indication  for  their  use,  as  post-operative  dynamic  ileus  cannot 
be  diagnosticated. 

It  is  of  the  greatest  importance  not  to  lose  time  with  a  method 
of  treatment  which,  though  giving  temporary  relief,  is  not  cura- 
tive. I  refer  to  stomach-washing,  and  I  fully  agree  with  those 
who  see  in  such  temporary  improvement  a  danger  to  the  patient,  as 
it  is  apt  to  deceive  the  surgeon.  From  my  own  experience,  I  must 
warn  against  lavage  in  the  later  course  of  the  disease,  as  it  decid- 
edly hastens  collapse. 

The  two  patients  treated  surgically  died  ;  they  were  operated  on 
too  late.  As  we  know  nothing  about  the  condition  of  the  con- 
tracted portion  of  the  bowel  after  operation,  it  is  questionable 
whether  a  simple  incision  of  the  intestine  will  save  the  patient. 
As  an  emergency  operation,  a  portion  of  the  distended  bowel 
should  be  sutured  to  the  abdominal  wound,  incised  and  the  intes- 
tinal contents  removed.  If  necessary,  a  secondary  operation  may 
be  done  later. 
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DISCUSSION  ON  THE  PAPERS  OF  DRS.  WERDER 
AND  BLUME. 

Dr.  E.  W.  Cushixg,  of  Boston. — Mr.  President :  These  papers 
have  opened  up  a  subject  of  the  greatest  interest,  and  it  is  as  impor- 
tant as  any  topic  which  has  come  before  the  Association  at  this  meet- 
ing, for  the  reason  that  it  is  so  comparatively  new,  so  obscure,  and  it 
forms  really  the  principal  danger  to  which  our  patients  are  now  sub- 
jected. In  our  operative  work,  even  after  getting  rid  of  sepsis,  there 
still  remains  this  difficulty  of  the  bowel.  I  recognize  the  clinical 
picture  in  these  cases.  We  know  the  exact  conditions,  as  the  last 
writer  has  stated.  Some  of  the  cases  are  septic.  It  is  only  within  the 
last  few  years  that  I  have  learned  to  differentiate  obstruction  from 
sepsis,  as  the  writer  suggests,  and  prompt  operation  has  saved  a  number 
of  cases.  I  have  seen  this  tonic  contraction  of  the  intestines  during 
operation  and  did  not  know  how  to  account  for  it.  I  think  it  is  a  con- 
dition akin  to,  only  more  aggravated  than,  ordinary  colic.  Where 
there  is  a  tonic  contraction  of  the  intestines  the  patients  have  suffered 
from  colic. 

In  regard  to  the  use  of  injections,  I  think  they  are  given  in  a  way  to 
do  very  little  good.  To  simply  direct  a  nurse  to  give  turpentine,  etc.,  in 
these  cases  does  no  good.  The  method  which  I  have  found  the  most 
effectual  is  to  put  the  patient  in  the  obstetric  position,  but  on  the  right 
side,  with  the  hips  elevated  high,  so  that  there  shall  be  as  much  chance 
for  the  abdomen  to  sag  forward,  and  the  fluid  to  run  down  hill,  as  pos- 
sible. The  fluid  is  allowed  to  run  into  the  bowel  in  a  continuous 
stream,  and  in  a  little  while  the  rectum  will  expel  some  of  it.  Pres- 
ently the  first  portion  of  the  rectum  is  distended,  and  the  fluid  is  run- 
ning out  and  in.  Soon  the  rectum  yields  a  little  more,  and  then  becomes 
tolerant  and  distended ;  you  get  to  the  colon,  and  that  is  filled  with 
water,  and  by  washing  it  thus  for  a  while  the  water  will  work  its  way 
even  past  the  ileo-cecal  valve.  If  lucky,  you  will  notice  a  fecal  odor 
or  matter.  If  you  can  once  get  that  you  will  save  the  patient.  Several 
patients  have  been  saved  by  the  persistent  use  of  water  in  this  way. 
Two  or  three  bucketfuls  of  water  may  be  needed  before  the  desired 
effect  is  reached.  The  water  should  have  soap  in  it.  You  do  not 
want  to  irritate  the  bowel,  but  simply  to  distend  it,  and  gradually  the 
spasm  yields. 

Dr.  M.  Rosexwasser,  of  Cleveland. — As  Dr.  Cushing  has  said,  these 
two  papers  are  of  great  interest  and  importance  ;  they  have  given  us 


DYNAMIC  ILEUS. 


301 


additional  light  as  to  the  manner  of  procedure  in  cases  of  apparent 
intestinal  obstruction  from  sepsis  or  otherwise ;  the  more  cases  the 
more  light.  I  desire  to  place  on  record  a  case  bearing  on  this  subject, 
which  I  had  last  spring.  It  was  one  that  I  had  operated  on  for  double 
pus-tubes  in  which  there  were  universal  adhesions.  In  breaking  up 
the  adhesions  I  had  to  do  considerable  violence  to  the  pelvic  floor. 
The  patient  did  well  for  the  first  twenty-four  hours.  During  the  sec- 
ond twenty-four  hours  she  manifested  symptoms  of  partial  obstruction. 
She  had  vomiting,  yet  slight  passage  of  gas.  She  also  had  colicky 
pains.  I  had  her  bed  elevated,  and  copious  injections  administered, 
which  produced  no  satisfactory  improvement.  On  the  third  day  there 
were  again  occasional  evacuations  of  gas.  The  size  of  the  abdomen 
did  not  increase,  so  that  I  felt  sure  she  did  not  have  complete  intes- 
tinal obstruction,  but  that  it  was  only  partial ;  for  this  reason  I  con- 
tinued to  hope  that  the  patient  would  get  better  and  would  uot  require 
a  second  operation.  At  the  end  of  five  days  she  died.  To  relieve 
the  sharp  colicky  pains  I  was  obliged  to  use  morphine,  which,  as  a 
rule,  I  do  not  use  after  abdominal  operations.  The  absence  of  disten- 
tion of  the  abdomen  coincides  with  the  report  of  Dr.  Werder.  It 
was  not  at  all  like  the  distention  we  observe  in  ordinary  septic  cases. 
I  cannot  say  whether  my  patient  had  previously  been  neurotic  or  not. 

A  thorough  autopsy  was  made,  including  a  bacteriological  examina- 
tion. There  was  a  slight  amount  of  fluid  in  the  peritoneum  ;  a  little 
lymph,  but  certainly  no  gross  evidence  of  bowel  infection ;  yet  the 
bacteriological  examination  showed  streptococci  in  three  separate  cul- 
tures. In  addition  to  this  we  found  that  the  large  intestine  was  dis- 
tended to  the  descending  colon,  which  was  constricted  as  far  as  the 
rectum  to  the  size  of  a  contracted  ileum.  The  tetanic  contraction  of 
the  bowel  in  this  case  was  probably  due  to  septic  infection. 

Dr.  Werder  (closing  the  discussion  on  his  part). — I  am  very  glad 
to  have  heard  an  expression  of  opinion  from  other  Fellows  of  the  Asso- 
ciation who  have  had  a  similar  experience.  Since  reading  my  paper 
two  or  three  gentlemen  have  reported  cases  to  me  that  have  come  under 
their  observation.  I  am  sorry  that  the  discussion  was  not  more  general, 
for  I  had  hoped  to  get  a  little  more  light  on  the  subject,  especially  in 
regard  to  the  relation  of  the  spasmodic  and  the  tonic  contractions. 
The  point  I  wished  to  emphasize  in  my  paper  was  that  the  two  condi- 
tions were  identical,  and  that  they  differed  only  in  the  severity  of  the 
contractions ;  in  other  words,  the  spasmodic  contractions  found  acci- 
dentally in  the  two  cases  reported  were  of  the  same  nature  as  the  tonic 
contractions  found  in  connection  with  the  ileus.  That  the  cases  of 
ileus  reported  were  not  due  to  post-mortem  changes,  I  think  was  made 
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plain  enough  in  my  paper,  but  I  will  state  again  that  in  both  cases 
there  was  a  sacculated  condition  of  the  intestine  above  the  point  of  con- 
striction, showing  that  there  had  been  quite  a  marked  effort  on  the 
part  of  nature  to  expel  flatus. 

There  is  one  point  that  I  would  like  to  bring  out  in  the  differential 
diagnosis  between  the  paralytic  ileus  of  septic  peritonitis,  the  so-called 
adynamic  ileus,  and  the  cases  of  dynamic  ileus  or  tonic  enterospasm 
observed  by  me,  and  that  is  this :  In  neither  of  my  cases  was  there 
any  distention  of  the  abdomen — in  fact,  the  abdomen  remained  flat. 
Another  marked  contrast  between  septic  ileus  and  this  form  consisted 
in  the  marked  peristaltic  movements  persisting  for  several  days ;  they 
were  so  marked  that  they  could  be  seen  through  the  abdominal  walls. 
The  pains  were  unusually  severe,  like  cramps,  showing,  in  my  opinion, 
conclusively  that  the  intestine  was  trying  to  overcome  some  ob- 
struction. 

Dr.  Bi/ume  (closing  the  discussion). — It  was  my  intention  to  bring 
out  in  my  paper  the  differential  diagnosis  between  adynamic  ileus,  on 
the  one  hand,  and  dynamic  and  mechanical  ileus,  on  the  other  hand, 
and  I  wished  to  call  attention  to  that  form  of  adynamic  ileus  which 
either  is  not  dependent  upon  sepsis,  or  is  the  result  of  a  mild  localized 
peritonitis,  conditions  not  necessarily  fatal.  The  most  important 
symptom  which  distinguishes  adynamic  ileus  from  dynamic  and  me- 
chanical ileus  is  the  absence  of  peristalsis.  Peristalsis  is  also  absent 
or  decidedly  diminished  in  cases  of  obstinate  constipation,  in  which  we 
have  so  much  difficulty  in  moving  the  bowels  and  which  give  us  a 
great  deal  of  trouble. 

When  a  patient  who  has  been  doing  well  the  first  few  days  after 
operation  presents  the  symptoms  of  intestinal  obstruction,  sepsis  can 
fairly  be  excluded.  After  the  usual  methods  to  produce  a  movement 
of  the  bowels  have  failed,  surgical  interference  is  not  only  justifiable, 
but  is  the  only  means  to  save  the  patient.  An  early  operation  is  of 
the  greatest  importance.  No  time  should  be  lost,  for  with  the  appear- 
ance of  collapse  the  condition  of  the  patient  becomes  practically  hope- 
less. Our  experience  in  interfering  with  this  class  of  cases  has,  so  far, 
not  been  very  encouraging.  Most  patients  died,  not  because  they 
could  not  be  relieved  by  surgical  interference,  but  because  interference 
came  too  late. 


THE  ADMINISTRATION  OF  PHOSPHATE  OF 
STRYCHNINE  DURING  GESTATION. 

By  WALTER  BLACKBURN  DORSETT,  M.D., 

ST.  LOUIS. 


Strychnine  alone,  as  the  alkaloid,  or  most  frequently  the  sul- 
phate in  combination  with  iron,  quinine,  etc.,  has  been  used  with 
great  success  for  many  years  by  the  profession  as  a  tonic  in  the 
treatment  of  anemic  conditions,  particularly  the  class  of  anemic 
cases  associated  with  neurotic  conditions.  Its  administration  has 
been  generally  confined  to  cases  unassociated  with  the  pregnant 
state,  and  little  attention  has  been  paid  to  it  as  a  tonic  in  anemia 
associated  with  pregnancy. 

That  the  several  pathologic  conditions  incident  to  and  frequently 
influencing  gestation  have  not  received  the  proper  consideration  at 
the  hands  of  the  profession,  must  be  admitted.  To  Edward  P. 
Davis  is  due  the  credit  of  having  done  more  toward  directing  the 
attention  to  this  matter  than  any  other  American.  One  of  our 
own  Fellows,  Dr.  W.  B.  Dewees,  in  a  paper  read  before  this  Asso- 
ciation at  our  Toronto  meeting,  drew  attention  to  this  matter  in  the 
presentation  of  his  subject  entitled  "  The  Care  of  Pregnant 
Women."  Still,  the  literature  on  this  question  is  meagre,  and 
until  the  laity  understand  that  the  obstetrician's  attendance  should 
commence  as  soon  as  conception  has  taken  place,  and  should  not 
cease  until  at  least  ten  days  after  delivery,  little  will  be  done  toward 
the  accumulation  of  literature  on  this  subject. 

Having  treated  a  few  cases  of  pernicious  anemia  associated  with 
pregnancy,  and  pernicious  anemia  associated  with  malarial  toxemia 
and  neurasthenia,  both  simple  and  complicated,  with  poor  success 
with  the  use  of  the  ordinary  remedies  in  vogue,  I  began  to  look 
around  for  some  remedy  that  might  promise  better  results. 

Constipation  and  its  consequent  ptomai'n  poisoning,  as  is  evi- 
denced by  languor,  dizziness,  and  general  malaise,  is  probably 
(aside  from  kidney  lesions)  one  of  the  most  serious  conditions  with 
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which  the  physician  has  to  deal;  and  now  and  then  cases  arise  in 
which  the  attendant's  ingenuity  is  severely  taxed  as  to  the  choice 
of  remedies  to  be  used  continuously  during  gestation.  As  soou  as 
the  hypertrophic  condition  of  the  uterus  begins  there  is  a  diver- 
gence of  blood  from  the  intestinal  tract,  and,  for  that  matter,  from 
the  general  economy,  to  the  uterus,  which  is  now  called  upon  to 
sustain  a  new  being.  The  nervous  energies  are  also  directed 
toward  this  organ  from  the  general  system,  and,  as  a  consequence, 
au  atonic  condition  follows  which,  if  not  met  therapeutically,  may 
result  in  a  disordered  and  demoralized  nervous  system. 

Once  a  disordered  and  deranged  nervous  system  is  developed,  a 
deranged  and  disordered  mentality  is  apt  to  follow.  Evil  forebod- 
ings, hallucinations,  dread  of  the  pangs  of  labor,  etc. — often  helped 
on  and  assisted  by  the  awful  stories  of  unfortunate  terminations  in 
the  person  of  some  acquaintance,  as  related  by  some  kind  (?)  lady 
friend — are  but  the  danger-signals  to  warn  us  of  what  the  results 
might  be  if  the  condition  is  not  met  promptly  and  in  a  decisive 
manner.  Is  it  not,  then,  our  duty  to  build  up  the  now  overtaxed 
nervous  system,  in  order  that,  when  the  ordeal  appears  through 
which  the  individual  is  about  to  pass,  nature  may  accomplish  her 
purpose  in  a  physiologically  satisfactory  manner? 

After  a  faithful  trial  of  strychnine  in  combination  with  iron  or 
the  bitter  vegetable  tonics,  I  found  it  was  followed  with  unsatisfac- 
tory results  in  many  cases.  It  occurred  to  me  that  free  phosphorus, 
the  well-known  nerve  tonic,  would  probably,  if  combined  with  iron, 
answer  the  purpose.  In  this,  however,  I  was  disappointed,  and 
was  compelled  to  abandon  its  use  on  account  of  the  derangement 
of  the  stomach  it  almost  always  produced.  The  eructations  of 
gases  impregnated  with  the  phosphorus  is  another  and  a  serious 
objection  offered  by  the  patient.  Still,  not  wishing  to  abandon  the 
use  of  a  remedy  which  I  regarded  as  theoretically  of  value,  I 
began  the  use  of  the  chemical  union  of  phosphorus  and  strychnine 
as  prepared  by  Merck ;  and  later,  at  my  request,  Parke,  Davis  & 
Co.,  of  Detroit,  prepared  for  me  the  gelatin-coated  pill  of  the  phos- 
phate of  strychnine,  each  containing  one-one-hundredth  of  a  grain. 
(1  have  found  that  this  size  is  the  most  convenient,  as  the  dose  can 
be  increased  by  directing  the  patient  to  double  the  number  in  order 
to  get  the  fiftieth,  or  to  take  four  pills  if  it  is  desirable  to  give  the 
one-twenty-fifth  of  a  grain.) 
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The  following  observations  have  been  made  by  me  in  the  use  of 
phosphate  of  strychnine  during  the  gestation  of  weak  and  debilitated 
patients :  A  good  appetite  and  good  assimilation  are  obtained  in 
the  general  weakness  and  debility  of  the  anemic,  constipation  is 
relieved,  and,  in  short,  the  patient  is  built  up  and  placed  in  a  good 
condition  to  pass  through  the  ordeal  of  labor;  the  uterus  contracts 
promptly  after  the  third  stage  of  labor,  and  the  use  of  ergot  is 
entirely  dispensed  with.  In  this  connection  I  wish  to  say  that  it 
has  now  been  five  years  since  I  have  used  any  ergot  in  my  obstet- 
rical practice.  If  I  find  it  necessary  to  use  the  forceps  the  patient 
is  given  a  hypodermatic  injection  of  one-thirtieth  of  a  grain  of 
sulphate  or  phosphate  of  strychnine  as  soon  as  the  anesthetic  is  com- 
menced, but  no  ergot  is  ever  used.  I  have  also  observed  that  after 
the  continuous  use  of  the  phosphate  of  strychnine  the  uterus  con- 
tracts promptly  after  the  second  stage  of  labor  ;  and  in  many  cases 
the  application  of  Creole's  method  of  expression  of  the  placenta  is 
not  needed  to  bring  it  away,  and  no  post-partum  hemorrhages  have 
occurred.  The  often-observed  chilliness  or  rigors,  which  in  the 
majority  of  cases  follow  labor,  have  been  noticed  in  but  few  cases. 
This  rigor,  so  common  after  labor,  regarding  which  but  little  can 
be  found  in  the  text-books,  is  nothing  more  nor  less  than  surgical 
^hock.    This  is  obviated  by  the  prophylactic — strychnine. 

I  have  used  strychnine  for  some  time  in  my  abdominal  surgery 
for  the  purpose  of  preventing  shock  and  to  control  the  pulse  in  the 
operations,  and  in  this  way  was  led  to  its  use  in  obstetrics. 

In  closing,  I  wish  to  say  that,  as  phosphorus  and  strychnine  are 
remedies  used  in  the  treatment  of  rhachitis  with  good  results,  would 
it  not  be  the  remedy  during  the  gestation  of  the  rhachitic  fetus? 

The  phosphate  of  strychnine  I  have  found  to  act  better  as  a  laxa- 
tive than  either  the  sulphate  or  nitrate. 


DISCUSSION. 

Dr.  John  M.  Duff,  of  Pittsburg.— Mr.  President :  I  desire  to  add 
my  testimony  to  the  effectiveness  of  strychnine  during  pregnancy.  I 
have  used  it  for  a  long  time.  I  have  employed  it  continuously  in  the 
hospital  with  which  I  am  connected,  as  do  my  colleagues.  Three  or 
four  years  ago  I  wrote  an  article  on  this  subject,  an  abstract  of  which 
was  published  in  the  Therapeutic  Gazette.    Dr.  Hall,  of  Wheaton, 
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Texas,  published  an  article  at  the  same  time  on  the  same  subject. 
The  California  Medical  Journal  had  an  editorial  upon  the  subject, 
commenting  on  the  fact  that  we  should  have  both  written  at  the  same 
time,  without  any  knowledge  of  each  other,  on  the  same  subject.  Since 
then  I  have  corroborated  my  former  opinions  on  the  subject,  and  I 
think  those  who  use  strychnine  faithfully  will  find  all  that  has  been 
said  in  its  favor  is  correct.  I  have  no  hesitancy  in  saying  that  with  the 
judicious  use  of  strychnine  the  indications  for  instrumental  delivery 
will  be  far  less  frequent,  and  ergot  will  only  occasionally  be  called  for 
during  or  after  the  third  stage  of  labor.  It  reduces  the  number  of 
abortions,  and  especially  premature  deliveries,  by  giving  tone  to  the 
uterine  muscles  and  nerves,  as  well  as  by  its  general  tonic  influence. 
It  improves  the  appetite  and  digestion,  keeps  the  bowels  soluble,  pre- 
vents insomnia,  regulates  the  circulation,  and  in  the  weak  insures  a 
more  rapid  and  less  painful  labor.  After  its  use  after-pains  are  not 
so  frequent,  and  the  danger  of  post-partum  hemorrhage  is  greatly 
reduced.  That  it  is  constant  in  its  action,  and  that  benign  results 
follow  its  administration  in  every  case,  I  cannot  claim,  as  I  have 
occasionally  given  it  when  it  completely  failed  to  produce  desired 
results,  and  I  am  not  unmindful  of  the  fact  that  I  have  seen  apparent 
evil  results  from  its  administration  in  a  few  cases.  The  treatment  is  not 
suggested  as  routine,  but  as  indicated  in  each  given  case,  for  every  case 
in  the  hands  of  the  scientific  obstetrician  is  treated  of  itself,  by  itself, 
and  for  itself.  My  observations  warrant  me  in  making  the  broad  asser- 
tion that  with  the  judicious  administration  of  strychnine  prior  to  labor 
the  cases  in  which  ergot  will  be  indicated  after  the  third  stage  of  labor 
will  be  very  rare.    The  action  of  strychnine  is  effective  and  prompt. 

Dr.  Dorsett  (closing  the  discussion). — I  have  very  little  to  add, 
except  to  say  that  possibly  in  my  paper  I  did  not  lay  enough  stress 
upon  the  advantage  of  the  phosphate  over  the  sulphate  of  strychnine. 
I  will  say,  in  addition,  I  have  found  it  a  very  much  better  laxative 
than  the  sulphate  of  strychnine  ;  and  I  also  wish  to  remark  that  it  is 
common  practice  in  the  West  for  general  practitioners  to  place  their 
patients  upon  the  well-known  aloin,  strychnine,  and  belladonna  pill* 
and  I  only  speak  of  this  to  condemn  it,  because  in  a  number  of  in- 
stances I  have  noticed  a  deficiency  in  the  secretion  of  milk  after  the 
aloin,  str)rchnine,  and  belladonna  pill  has  been  continued  during  the 
latter  months  of  gestation.  Possibly  its  discontinuance  after  the  sixth 
month  may  make  some  difference ;  but  where  it  is  persisted  in  for  over 
nine  months,  I  am  satisfied  I  have  observed  a  deficiency  in  milk  secre- 
tion, and  patients  have  complained  that  they  had  not  sufficient  milk  to 
sustain  the  life  of  the  child,  and  a  wet-nurse  had  to  be  resorted  to. 


THE  FATE  OF  OVARIES  IN  CONNECTION  WITH 
RETROVERSION  AND  RETROFLEXION 
OF  THE  UTERUS. 


By  A.  GOLDSPOHN,  M.D., 

CHICAGO. 


My  subject  does  not  include  those  less  frequent  instances  of 
ovarian  descensus  that  occur  without  backward  deflexion  of  the 
longitudinal  uterine  axis,  primarily  from  pathologic  processes  that 
have  either  increased  their  weight  or  have  left  their  ligamentary 
supports  relaxed  or  elongated,  so  that  one  or  both  ovaries  drop 
downward  and  inward  into  the  median  line  of  the  pelvic  canal 
temporarily  or  permanently,  even  while  the  uterus  remains  in  nor- 
mal position.  I  desire,  with  your  indulgence,  to  call  your  atten- 
tion to  only  one,  but  mechanically  the  most  prolific,  cause  of  de- 
scensus ovariorum.  I  would  remind  my  hearers  of  the  hidden 
trap  for  ovaries  that  is  created  by  a  thoroughly  retroverted  uterus, 
and  of  the  traumata  that  ovaries  experience  in  the  majority  of  in- 
stances, to  a  variable  degree,  in  their  helpless  association  with  it. 

While  these  evils  are  fragmentarily  alluded  to  by  a  number  of 
authors  under  the  objectionable  term  of  "  prolapse  of  ovaries," 
their  pathological  dignity  is,  to  my  mind,  nowhere  fully  set  forth. 
It  is  insufficiently  appreciated  by  gynecologists,  and  scarcely  at  all 
by  probably  the  majority  of  general  practitioners.  From  this 
and  similarly  obscure  but  no  less  objective  causes  there  arises  still 
a  great  hardship  to  a  multitude  of  suffering,  enfeebled,  and  neurotic 
women.  I  need  not  comment  upon  the  number  of  such  who  are 
maltreated  by  constitutional  remedies  upon  erroneous  diagnoses, 
nor  upon  the  number  of  them  who  might  be  saved  from  a  partial 
or  total  castration  if  a  permanent  restoration  to  normal  position 
and  mobility  were  or  had  been  secured  at  an  earlier  date.  Again, 
another  motive  comes  to  me  in  this  connection  when  I  read  in  a 
book  as  prominent  and  recent  as  the  American  Text-book  of  Gyne- 
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cologi/,1  a  statement  which  is  practically  absurd — i.  e.,  "In  retro- 
version the  ovary  usually  lies  in  front  of  the  uterus"  (!).  This 
is  almost  impossible,  and  I  have  never  found  it  so  in  the  absence 
of  neoplasms.  Some  truth,  however,  is  contained  in  the  author's 
next  declaration,  "  but  it  sometimes  lies  beneath  that  organ  in  the 
cul-de-sac." 

We  are  at  this  time  concerned  only  with  flexions  and  versions  of 
the  uterus  within  an  approximately  median  antero-posterior  plane 
of  the  pelvis.  In  order  to  define  and  to  speak  about  retroversion 
of  the  uterus  we  need  to  consider  briefly  what  is  the  normal  posi- 
tion. We  must  understand  clearly  the  proper  bearing  or  effect  of 
intra-abdominal  forces  upon  the  uterus  and  its  adjacent  organs  in 
normal  position,  in  order  to  appreciate  that  these  very  potent 
forces  are  made  to  do  a  work  of  destruction  when  the  uterus 
departs  from  its  normal  anterior  range  of  mobility  within  the 
plane  spoken  of.  This  means  the  entire  range  of  anteversiou  or 
any  forward  inclination  of  the  long  uterine  axis  which  will  form  a 
sufficient  angle  with  the  perpendicular  line  of  the  body  to  enable 
the  consensus  or  aggregate  downward  impulse  of  intra-abdomiual 
pressure  to  impinge  upon  the  posterior  aspect  of  the  fundus  suffi- 
ciently to  move  it  forward,  and  not  backward,  during  straining 
efforts  when  the  body  is  in  an  erect  posture  and  when  the  bladder 
and  rectum  are  not  temporarily  distended ;  and  it  implies  such 
patency  of  the  uterine  supports  that  they  will  restore  it  to  its  nor- 
mal anterior  confines  when  it  has  been  temporarily  or  physiologic- 
ally tipped  over  backward  by  a  full  bladder  or  rectum,  or  by  both. 

The  one  substantial  support  of  the  ovary,  which  holds  when  the 
other  attachments  readily  yield,  is  the  utero-ovarian  ligament. 
This,  according  to  Luschka,2  is  a  firm  one  of  organized  muscle 
whose  fibres  are  continuous  chiefly  with  those  in  the  posterior 
uterine  wall.  He  says  it  is  given  off  at  the  junction  of  the  upper 
and  middle  third  of  the  uterus,  is  five  millimetres  thick  at  its 
outer,  the  thinner,  end,  is  covered  with  peritoneum,  and  has  an 
average  length  of  two  and  eight-tenths  centimetres.  The  other 
supports  are  its  hilum,  a  cup-  or  slit-like  socket  on  the  upper  or 
posterior  peritoneal  blade  of  the  broad  ligament,  into  which  the 
straight  and  thinner  border  is  received — this  stem  of  the  ovarv 
conveys  its  nerves  and  relatively  large  bloodvessels ;  and,  finally, 
the  outer  elastic,  web-like  structure,  composed  of  connective  tissue 
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between  two  layers  of  peritoneum,  and  ordinarily  called  the  sper- 
matic ligament  or  ligamentum  infundibulo-pelvicuin,  ligaraentum 
infundibulo-ovaricum  by  Olshansen,3  and  by  Waldeyer1  and  A. 
Martin3  ligamentum  suspensorium  ovarii.  This  ligament  holds 
the  abdominal  end  of  the  tube  in  proximity  to  the  ovary,  its  edge 
carrying  the  fimbria  ovarica,  and  it  serves,  in  common  to  both  the 
ovary  and  ampulla  of  the  tube,  as  their  lateral  and  upper  suspen- 
sory ligament,  finding  its  attachment  in  the  posterior  portion  of 
the  iliac  fossa.  An  exact  and  typical  location  for  the  ovary  has 
not  yet  been  agreed  upon.  It  is  an  extremely  difficult  thing  to 
feel  or  to  see  its  attachments  in  the  living,  and  almost  equally  diffi- 
cult to  find  them  unmodified  in  even  fresh  and  skilfully  prepared 
cadavers.  The  wholesome  view  of  B.  S.  Schultze,6  based  chiefly 
upon  extensive  acute  clinical  observations  accepted  by  Olshausen 
ten  years  ago  and  no  doubt  by  a  large  proportion  of  the  profession, 
is  that  the  ovary  does  not  normally  hang  downward  (pendent)  from 
its  hilum,  but  is  held  resting  upon  it  by  the  tension  of  the  liga- 
ments attached  to  its  ends,  which  also  hold  it  in  close  apposition  to 
the  mesentery  of  the  tube  (broad  ligament)  that  arches  over  it  and 
forms  a  recessus  (ala  vespertilionis)  for  it.  While  in  more  recent 
years  a  number  of  authors,  notably  August  Martin,  have  stated 
the  topography  of  the  ovary  differently,  chiefly  in  locating  it  and 
its  hilum  farther  back  upon  the  lateral  pelvic  wall,  yet  none  of 
them  has  made  as  extensive  and  trustworthy  investigation  of  any 
kind  as  Waldeyer,  of  Berlin,  who  has  made  post  raortems  with  the 
greatest  exclusion  of  sources  of  error.  He  substantially  reaffirms 
the  views  of  Sehultze,  except  that  he  thinks  the  ovaries  may  nor- 
mally hang  from  the  hilum,  and  calls  the  spermatic  ligament  the 
ligamentum  suspensorium  ovarii,  because  by  this  ligament  the 
ovary  is  made  to  hang  nearly  vertically  with  its  long  diameter  in 
erect  posture.  He  says  its  free  convex  border  is  directed  inward 
and  backward,  while  its  thinner  and  straighter  edge,  which  is 
engaged  in  the  hilum,  stands  outward  and  forward,  and  the  ovary 
rests  below  in  the  obturator  fossa.  Thus  located  against  the 
antero-lateral  wall  of  the  pelvis,  a  little  beneath  its  brim,  with  the 
tube  arching  over  it,  it  receives  all  intra-abdominal  pressure  from 
one  side  in  a  centrifugal  direction,  tending  to  hold  it  rather  than 
to  dislocate  it,  and  there  is  no  torsion  or  flexion  exercised  upon 
either  its  hilum  or  the  spermatic  ligament  to  impede  its  circulation. 
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That  such  auteversiou  of  the  uterus  and  location  of  the  ovaries, 
with  well-known  physiological  exceptions,  and  retention  of  it  and 
its  adnexa  in  this  position  by  the  intra-abdominal  forces,  is  the 
normal  relation  or  status,  is  proven  by  the  following  facts  :  First, 
in  the  embryo,  by  the  corresponding  curve  of  the  genital  tract 
(Nagel7).  Second,  in  infancy  and  childhood  post  mortem  ;  while 
it  is  true  that  the  normal  position  of  the  organs  in  adults  cannot 
be  readily  ascertained  after  death,  because  of  very  material  changes 
that  occur  early  in  the  dead  body,  yet  these  changes  are  obviously 
not  so  pronounced  in  children,  in  whom  observations  in  vivo  are 
not  available.  Acccordingly  Symington,8  for  instance,  made  care- 
ful median  sections  of  the  bodies  of  eight  children,  varying  in  age 
from  six  weeks  to  thirteen  years,  in  all  of  which  he  found  the 
uterus  anteverted.  Third,  it  is  proven  by  the  many  arduous, 
exact,  aud  decisive  clinical  observations  for  which  our  profession 
aud  the  weal  of  woman  owe  a  debt  of  gratitude  to  an  ideal  gyne- 
cologist, Bernhardt  S.  Schultze,9  of  Jena.  Fourth,  by  the  united 
labors  of  the  anatomists  Kolliker,10  Hasse,11  Waldeyer,12  and  His,13 
who  anatomically  established  the  clinical  views  of  Schultze  under 
great  difficulties  due  to  the  post-mortem  changes  already  alluded 
to.  Fifth,  it  is  proven  by  the  nearly  uniform  clinical  experience 
of  au  overhwelraing  majority  of  practitioners.  This  truth  is  at- 
tested by  the  operative  zeal  which  has  arisen  in  recent  years  to  cor- 
rect retroversions,  and  it  is  not  weakened  either  by  the  temporary 
appearance  of  some  unwise  measures  (vagino-  and  ventrofixation) 
among  numerous  better  ones  for  the  attainment  of  a  praiseworthy 
purpose — the  elimination  of  circulatory  and  trophic  embarrassments 
(incident  to  these  displacements)  which,  by  robbing  the  tissues  of 
these  organs  of  their  proper  defensive  qualities  against  infection, 
are  the  most  prolific  predisposing  causes  of  inflammatory  disorders 
in  them. 

Independent  of  intra-abdominal  forces  the  position  of  the  uterus 
and  its  adnexa  might,  indeed,  be  an  indifferent  matter,  but,  as 
subject  to  them,  never !  What  are  these  forces  ?  They  are  sub- 
stantially as  follows  (Schwerdt14) :  1.  A  variable  degree  of  tension 
peculiar  to  the  interior  of  each  hollow  viscus.  2.  Gravitation  of 
the  abdominal  viscera,  which  is  zero  at  the  diaphragm  and  attains 
its  climax  in  the  median  line  of  the  pelvic  cavity.  3.  The  most 
important  and  powerful,  a  general  intra-abdominal  tension  created, 
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according  to  Swiecicki,15  by  sixteen  abdominal  and  pelvic  muscles. 
This  force  is  greater  in  the  erect  than  in  the  horizontal  posture. 
It  is  greater  during  exertion  than  while  standing  placidly ;  and 
while  it  is  everywhere  equal  in  the  abdominal  and  pelvic  cavities, 
still  a  temporary  physiological  displacement  or  crowding  downward 
of  abdominal  viscera  occurs  by  virtue  of  proportionately  greater 
power,  vested  notably  in  the  diaphragm  and  other  muscles  of  the 
upper  part  of  the  abdominal  parietes.  The  consequent  reduction 
in  lumen  of  the  abdominal  cavity  and  temporary  recession  of  vis- 
cera toward  the  pelvis  is  the  principal  factor  in  abdominal  pressure 
(Bauchpresse).  It  is  the  greatest  force  that  is  exercised  in  the  in- 
terior of  the  human  trunk  anywhere.  Voluntarily  and  involun- 
taril}'  it  acts  next  in  frequency  to  respiration  itself.  It  is  the  sov- 
ereign factor  in  emptying  the  rectum,  and  the  greater  power  in  the 
second  stage  of  labor  ;  and  woe  to  the  female  pelvis  if  the  little 
uterus,  straying  from  its  auterior  moorings  and  projecting  into  the 
pelvic  lumen,  is  caught  by  this  force,  in  addition  to  pelvic  gravity, 
constantly  upon  its  anterior  surface. 

That  retroversion  and  retroflexion  of  the  uterus  are  both  the 
most  frequent  and  most  potent  causes  of  ovarian  descensus  is  con- 
ceded by  every  author  on  that  subject  except  the  American  Text- 
booh  of  Gynecology.  It  induces  disease  in  the  ovaries  in  the  fol- 
lowing manner:  1.  In  most  instances  of  retroversion  the  outer  or 
upper  suspensory  (spermatic)  ligaments  of  the  ovaries  have  already 
been  previously  relaxed  by  the  same  cause  that  in  most  cases  leads 
to  the  retroversion — i.  e.,  pregnancy  which  has  been  followed  by 
subinvolution  in  not  merely  the  uterus  and  its  ligaments,  but  also 
in  the  upper  suspensory  ligaments  of  the  ovaries,  which  yielded  by 
far  the  most  when  the  ovaries  made  their  ascent  with  the  pregnant 
uterus  into  the  abdomen.  In  those  cases,  on  the  other  hand,  in 
which  the  ovaries  have  not  thus  already  practically  lost  the  sup- 
port of  their  upper  suspensory  ligaments,  these  yield  more  or  less 
readily  when  the  fundus  goes  over  backward  and  downward,  be- 
cause of  the  greatly  superior  strength  of  the  utero-ovariau  ligaments. 
Briefly  stated,  the  ovaries  follow  the  fundus  uteri  at  close  range 
during  all  its  excursions,  unless  they  are  firmly  fixed  by  peritoneal 
adhesions.  Therefore  the  ovaries  readily  follow  the  fundus  uteri 
in  its  descent  upon  the  posterior  pelvic  wall  and  floor. 

2.  Being  now  removed  from  their  retreating  nooks  on  the  antero- 
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lateral  walls  of  the  pelvis,  they  become  subject  to  the  forces  from 
above,  which  move  them  still  nearer,  when  possible,  to  the  median 
line  of  the  pelvis  back  of  the  retroverted  uterus.  In  this  descent 
the  ovaries  in  most  cases  become  arrested  by  the  sacro-uterine 
folds  or  ligaments.  This  is  the  first  degree  of  descensus.  They 
lie  each  in  a  pocket  at  the  side  of  the  supravaginal  portion  of  the 
cervix  and  the  corpus  uteri.  This  pocket  is  called  fovea  retro- 
ovarica  by  Waldeyer  and  retro-ovarian  shelf  by  Coe16  and  others. 
There  they  are  readily  felt  with  the  vaginal  finger  in  bimanual 
palpation.  Or  one  or  both  of  them  may  have  passed  over  the 
sacro-uterine  folds  and  will  then  slip  down  and  forward  to  the 
bottom  of  Douglas's  cul-de-sac  behind  the  cervix,  where  they  are 
the  first  thing  that  the  finger  meets  in  simple  vaginal  palpation. 
This  is  the  second  degree,  or  complete  descensus,  and  is  more  fre- 
quently attained  by  the  left  ovary  alone,  which  is  often  assisted  in 
climbing  over  its  respective  sacro-uterine  fold  by  the  rectum  or 
sigmoid  flexure.  In  Munde's17  experience  in  seventy-seven  cases  of 
ovarian  descensus  of  all  kinds,  the  left  was  alone  displaced  forty- 
six  times,  the  right  nineteen  times,  and  both  together  twelve  times. 

The  evils  which  come  to  ovaries  from  this  descent  and  from  the 
abnormal  position  are  of  two  kinds  :  (1)  partial  venous  stasis  and 
(2)  mechanical  traumata.  1.  The  ovary  suffers,  in  common  with 
the  retroverted  uterus,  from  obstruction  to  the  venous  current  that 
is  caused  by  torsion  of  the  broad  ligameut  incident  to  the  retrover- 
sion. This  torsion  I  would  say,  with  Schultze,  amounts  to  at  least 
90°  in  a  retroversion  of  the  second  degree.  But  in  addition  to 
this  the  venous  current  from  the  ovary  is  obstructed  by  torsion 
and  traction  upon  its  hilum.  For  the  descent  of  the  ovary  occurs 
not  merely  by  sliding,  but  by  tipping  over  or  rolling  inward  and 
downward  (Sanger18).  2.  Traumata.  An  ovary  in  extreme  de- 
scensus at  the  bottom  of  the  cul-de-sac  lies  as  in  a  vise  that  acts 
irregularly,  but  very  many  times  daily.  Every  forcible  exercise 
of  intra-abdominal  pressure  crowds  the  retroverted  uterus  down 
upon  it  from  above.  E  /ery  filling  of  the  sigmoid  and  passage  by 
the  rectum  bruises  it  from  below. 

Normal  coitus  is  scarcely  possible  without  marked  compression 
of  the  feminine  testicle  and  excitation  of  well-known  suffering. 
Not  quite  so  directly  and  invariably  are  the  traumata  mentioned 
inflicted  upon  an  ovary,  in  the  first  degree  of  descensus,  lying 
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against  the  uterus  outside  of  the  sacro-uterine  ligament ;  but,  like 
a  floating  body  in  a  knee-joint,  it  is  liable  to  be  compressed  at  any 
time,  and  is  caught  frequently  (Goodell19)  and  violently  enough  to 
carry  it  beyond  the  domain  of  conservative  surgery,  unless  the 
retroverted  uterus  be  restored  to  normal  position  permanently  be- 
fore a  number  of  years  elapse. 

The  pathologic  changes  in  such  ovaries  that  result  from  the  con- 
stant passive  hyperemia  and  from  the  innumerable  traumata  in- 
flicted on  them  are : 

1.  Hematomata  in  Graafian  follicles  and  corpora  lutea. 

2.  Edema. 

3.  Connective-tissue  hyperplasia,  which  is  well  known  to  result 
from  constant  embarrassment  of  the  veuous  current  iu  other  organs 
of  the  body. 

4.  Chronic  oophoritis,  leading  to  multiple  cystic  follicular  degen- 
eration, usually  in  parts  of  an  ovary,  and  cirrhotic  changes  in  the 
remaining  parts. 

5.  Even  perioophoritis  and  eventually  peritoneal  fixation  may 
occur  without  infection,  according  to  Sanger. 

In  what  I  have  said  I  have  attempted  to  describe  in  what 
manner  ovaries  are  dislodged,  injured,  and  sometimes  converted 
into  thorns  in  the  flesh  in  consequence  of  a  rather  self-evident 
vicious  tendency  in  this  direction,  which  is  inherent  in  all  pro- 
nounced cases  of  retroversion  or  flexion  of  the  uterus.  The  vicious 
tendency  is  universal,  but,  fortunately,  its  positive  results  are 
attained  in  only  a  minority  of  cases.  My  experience  agrees 
approximately  with  that  of  H.  T.  Hanks,20  that  in  33  per  cent,  of 
all  the  cases  of  such  uterine  displacements  one  or  both  ovaries  are 
descended  at  least  to  the  first  degree.  But  the  fact  that  it  has  not 
already  resulted  in  every  case  we  meet  does  not  argue  for  the  in- 
nocence of  retroversiou  in  this  regard,  because  similar  descensus  of 
one  or  both  ovaries  in  conjunction  with  a  normally  anteverted 
uterus  occurs  in  only  about  2  per  cent,  of  cases  that  are  not  influ- 
enced by  pelvic  neoplasms  or  tubal  swelling  of  any  kind. 

Ovaries  that  are  descended  and  inflamed,  whether  the  inflamma- 
tion be  the  cause  or  the  result  of  the  displacement,  require  to  have 
restored  to  them  the  protection  and  freedom  of  an  approximately 
normal  habitat  as  an  absolute  sine  qua  non  to  redeem  them  from 
destruction,  for  by  such  restoration  to  normal  and  auspicious  eu- 
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vironmeuts  they  are  freed  in  the  one  case  from  the  otherwise  re- 
lentless circulus  vitiosus  at  least,  and  in  the  other  case  from  the 
whole  cause  of  the  difficulty.  That  descended  and  inflamed  ovaries 
will  recover  good  or  reasonable  health  when  treated  by  conserva- 
tive surgical  measures  which  are  based  upon  the  principles  enunci- 
ated, aud  do  not  need  to  be  removed  in  most  cases,  is  a  fact  that 
my  experience  has  proven  in  many  scores  of  cases ;  but  their  prog- 
nosis is  very  much  better  when  associated  with  a  retro  verted  uterus 
than  otherwise. 

Conclusions.  1.  In  all  cases  of  retroversion  aud  retroflexion 
of  the  uterus  a  knowledge  of  the  ovaries,  as  to  their  location,  mo- 
bility, and  general  physical  condition,  should  comprise  an  essential 
part  in  the  diagnosis,  as  determining  largely  the  nature  and  urgency 
of  the  treatment. 

2.  The  welfare  of  ovaries  in  general  demands  such  a  degree  of 
anterior  inclination  of  the  longitudinal  axis  of  the  uterus  as  will 
enable  intra-abdominal  pressure  to  bear  upon  the  posterior  surface 
of  the  uterus,  and  thereby  to  act  in  unison  with  its  other  supports 
to  retain  it  and  its  adnexa  in  normal  position  and  function. 

3.  Inasmuch  as  in  the  female  pelvis,  as  well  as  elsewhere  in  the 
human  body,  the  natural  and  considerable  abilities  of  healthy 
tissues  to  defend  themselves  against  microbic  invasion  (infection) 
are  lowered  or  annulled  in  direct  proportion  to  any  degree  of 
mechanical  embarrassment  of  the  venous  circulation  in  the  tissues 
or  organs,  it  behooves  gynecologists  especially  to  be  alert  in  recog- 
nizing and  correcting  all  material  anomalies  in  place  or  posture  of 
the  female  generative  organs  or  in  securing  to  them  their  normal 
freedom. 
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WHICH  IS  THE  PREFERABLE  OPERATIVE  METHOD 
OF  HOLDING  THE  UTERUS  IN  POSITION? 


By  C.  C.  FREDERICK,  M.D., 

BUFFALO. 


Before  passing  to  the  subject  of  this  paper  as  embodied  in  the 
title,  I  desire  to  occupy  your  attention  for  a  few  moments  in  con- 
sideration of  some  of  the  reasons  why  I  believe  that  retrodis- 
placements  need  treatment.  Some  gynecologists  have  denied  in 
tolo  that  a  rctroverted  uterus  is  ever  pathological  or  that  it  gives 
rise  to  pathological  conditions.  I  believe  in  a  certain  amount  of 
scepticism.  I  believe  in  raising  questions  as  to  whether  every- 
thing is  as  it  appears  to  be.  A  certain  amount  of  heresy  is  always 
salutary  in  its  effect.  I  believe,  however,  that  the  broad  statement 
that  retroversions  cause  no  trouble,  therefore  do  not  need  treatment 
or  operation,  is  going  to  an  extreme  which  is  unwarrantable. 

The  gynecologists  are  quite  the  butt  of  ridicule  among  the  other 
branches  of  medicine  for  their  fads  and  hobbyisms,  and,  I  rather 
think,  justly  so.  One  sews  up  every  tear  he  finds  in  the  cervix, 
while  his  neighbor  never  believed  in  lacerations  of  the  cervix  and 
their  repair;  another  is  free  with  his  curette,  while  still  another 
never  uses  a  curette,  but  thinks  it  a  dangerous  instrument.  One 
pelvic  surgeon  never  enters  the  pelvis  except  by  the  abdominal 
route,  and  another  never  enters  it  except  through  the  vagina  (unless 
forced  so  to  do),  and  then  he  usually  removes  everything  in  sight, 
and  is  styled  a  vaginal  hysterectomist.  And  so  I  might  go  on 
showing  to  what  extremes  men  ride  their  hobbies.  There  have 
always  been  fads  in  medicine  and  surgery.  There  have  always 
been,  and  always  will  be,  extremists  among  us.  Some  men  are 
actuated  even  in  this  enlightened  age  by  the  same  spirit  of  dogma- 
tism which  swayed  their  ancestors  in  the  centuries  past.  Pelvic 
and  abdominal  surgery  is  old  enough  and  operators  have  had  ex- 
perience in  it  ample  to  crystallize  the  facts  of  their  experience  into 
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quite  well-defined  modes  of  thought  and  action.  It  is  largely  the 
desire  to  originate  some  new  idea,  or  to  do  something  novel,  which 
leads  men  to  depart  from  the  well-beaten  path  of  experience. 
Despite  all  that  the  extremists  write  or  do,  there  lies  between  then- 
extremes  a  golden  mean  which  contains  more  of  the  germs  of  truth 
than  are  to  be  found  elsewhere. 

So  I  believe  it  to  be  in  this  question  concerning  retrodisplace- 
ments  of  the  uterus.  I  know  perfectly  well  that  all  retroversions 
do  not  produce  symptoms.  I  further  know  that  many  women  who 
are  not  well  and  have  retroversions  are  not  sick  because  they  have 
a  displaced  uterus.  I  often  think  it  is  a  calamity  that  a  woman 
has  a  uterus  when  she  is  sick,  because  it  is  so  often  made  to  bear 
the  blame  of  so  much  for  which  it  is  not  the  cause.  I  know  that 
many  women  with  retroversions  are  as  easily  impregnated  as  though 
their  uterus  were  normal  in  posture. 

But  these  facts  are  not  an  argument  that  retroversions  never 
produce  symptoms  or  never  need  treatment.  I  have  seen  a  bullet 
sent  through  a  man's  brain  from  one  side  to  the  other,  the  ball 
lodging  against  the  skull  on  the  opposite  side  from  entrance,  the 
patient  never  losing  consciousness,  and  eventually  getting  entirely 
well,  the  bullet  still  in  his  brain.  That  is  no  argument  against  the 
facts  of  experience  that  such  wounds  generally  kill  promptly. 

In  general  it  may  safely  be  asserted  that  if  a  retrodisplaced 
uterus  is  producing  symptoms  there  will  be  local  lesions,  uterine 
hypertrophy,  endometritis,  tenderness  or  pain,  excessive  leucorrhea, 
or  excessive  losses  of  blood.  When  we  treat  these  cases  with 
change  of  surroundings,  rest  from  household  duties,  tonics,  and 
general  restoratives  for  months,  and  they  improve  only  slightly 
or  not  at  all,  we  then  operate  as  indicated,  and  find  the  operation 
followed  in  a  few  months  by  a  return  to  health,  what  inference  is 
a  fair-minded  observer  to  draw  ? 

Two  years  ago  I  read  before  this  society  a  paper  on  "  Neuras- 
thenia Accompanying  and  Simulating  Pelvic  Disease."  In  it  I 
called  especial  attention  to  the  fact  that  depressed  conditions  of  the 
nervous  system — anemia,  chlorosis,  etc. — did  produce  symptoms 
which  patients  themselves,  as  well  as  many  physicians,  ascribed  to 
diseases  of  the  pelvic  organs;  that  these  symptoms  would  pass 
away  in  proportion  as  the  general  condition  of  the  patient  was 
improved  by  rest,  tonics,  and  everything  that  helped  to  the  build- 
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ing  up  of  bodily  vigor.  I  practised  general  medicine  too  long  not 
to  have  learued  that  in  general  depressed  states  of  the  body  we  may 
get  the  counterfeits  of  many  conditions  which  in  reality  do  not 
exist. 

It  has  been  suggested  by  some  one  that  it  is  not  the  displace- 
ment, but  the  state  of  the  uterus  associated  with  the  displacement, 
which  requires  treatment.  If  tliis  be  so,  I  wish  to  ask  what  is  the 
cause  of  this  condition  of  the  uterus,  aud  why  does  uot  the  condi- 
tion get  well  by  the  same  treatment  that  would  relieve  a  uterus  in 
normal  position  ?  This  seems  as  reasonable  a  statement  to  me  as 
though  we  were  to  say  that  a  patient  dead  of  typhoid  fever  did  not 
die  from  the  typhoid,  but  from  the  conditions  accompanying  the 
fever — a  distinction  without  a  difference.  We  can  seldom  cure 
permanently  an  endometritis,  an  hypertrophied  uterus,  or  any  of 
the  other  conditions  usually  associated,  so  long  as  the  uterus  re- 
mains displaced  backward.  I  believe  that  torsion  of  the  vessels, 
infection  of  the  endometrium,  and  defective  drainage  of  the  uterine 
cavity  are  the  factors  which  prevent  these  cases  from  recovering  by 
ordinary  methods  of  treatment.  A  retroversion  is  well  known  to 
be  the  first  mechanical  step  toward  descent  and  eventual  prolapsus 
uteri.  We  never  see  a  uterus  sliding  down  the  inclined  plane  of 
the  vaginal  axis  without  it  being  retroverted.  If  for  no  other 
reason  than  to  prevent  this  eventual  prolapse,  a  retroverted  and 
descending  uterus  should  be  replaced  by  operation  and  the  neces- 
sary plastic  operations  done  to  restore  the  pelvic  floor  to  the  normal. 

My  case-books  show  a  large  proportion  of  these  cases  cured.  I 
always  depend  a  great  deal  upon  general  systemic  treatment,  and 
when  I  have  them  under  the  right  circumstances  I  use  the  Weir 
Mitchell  plan  of  rest,  massage,  and  electricity  for  three  or  four 
weeks.  In  proportion  as  the  symptoms  are  neurotic  in  character 
the  less  liable  are  the  patients  to  be  entirely  cured,  and  the  larger 
the  local  pelvic  lesions  predominate  the  more  liable  is  the  restora- 
tion to  normal. 

I  have  often  seen  sterility  extending  over  a  period  of  years 
relieved  by  replacing  a  uterus,  by  pessary  or  by  operation.  I  have 
had  pregnancies  following  several  ventro-fixations  and  Alexander 
operations  in  women  who  before  were  sterile,  miserable  invalids. 
I  do  not  believe  in  ventral  fixation.  I  believe  it  to  be  unnatural 
and  do  not  use  it  except  in  a  limited  class  of  cases.    I  have  in  the 
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past  done  it  upon  women  of  child-bearing  age.  Some  of  these 
have  since  borne  children,  none,  so  far  as  I  have  known,  having 
had  any  serious  consequences  at  labor.  But  so  many  such  have 
been  reported  that  I  have  ceased  for  a  year  or  more  to  employ  it 
except  as  a  means  of  attempting  to  hold  up  prolapsed  uteri  in 
women  past  the  menopause,  or  to  antevert  the  uterus  in  women 
from  whom  I  have  removed  both  tubes  during  operation.  I  have 
had  occasion  to  do  one  section  upon  a  patient  who  previously  had 
had  a  ventro-fixation.  I  also  saw  an  autopsy  upon  one  whom  I 
had  operated  upon  several  months  before.  In  both  of  these  there 
extended  a  band  about  three-quarters  of  an  inch  wide  from  the 
point  of  fixation  to  the  fundus,  about  one  and  one-half  inches  long. 
The  adhesion  band  draws  out  into  a  ligament,  and  eventually  I  do 
not  doubt  that  the  uterus  in  all  of  these  cases  drops  to  a  normal 
level  in  the  pelvis.  I  have  never  seen  one  in  which  the  retro- 
displacement  had  recurred,  even  those  after  labor  were  anteverted. 
Of  course,  I  have  seen  only  a  small  proportion  of  those  upon  whom 
I  have  done  ventral  fixation  later  than  a  few  weeks  or  a  few  months 
after  operation.  I  still  use  it  to  hold  a  uterus  forward  in  those 
cases  which  by  nature  of  the  operation  done  will  not  bear  children 
when  I  am  in  a  hurry.  Of  the  ventral  fixations  which  I  have 
done  for  prolapse,  two  have  recurred,  the  adhesions  having  either 
stretched  or  given  way  entirely. 

I  have  also  used  quite  extensively  Dr.  Mann's  method  of  short- 
ening the  round  ligaments  internally,  while  having  the  abdomen 
open  for  other  intra-abdominal  work.  I  like  it,  and  have  always 
had  good  luck  with  it,  except  in  one  case.  By  his  precept  I  used 
in  a  few  of  my  first  cases  a  buried  suture  of  silkworm-gut  in  the 
ligament.  In  one  case  a  sinus  formed  several  months  after  the 
patient  went  home.  With  a  crochet-hook  I  have  at  various  times 
fished  out  in  all  four  silkworm-gut  sutures.  It  is  over  two  years, 
and  the  sinus  is  still  unhealed,  and  presumably  other  sutures  will 
come  out.  The  patient  is  otherwise  well,  she  says,  and  would  be 
in  perfect  health  if  it  were  not  for  the  annoyance  which  this  sinus 
gives.  I  also  saw  three  months  ago  one  of  Dr.  Mann's  own  cases, 
which  came  to  me  for  a  sinus  out  of  which  I  fished  a  silkworm-gut 
suture.  The  sinus  formed  two  years  after  operation.  I  formerly 
used  silk  in  ventro-fixations,  till  I  had  a  sinus  form,  and  the  silk 
came  away  in  about  six  months.    I  had  two  such  experiences,  and 
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thereafter  have  used  only  chroraicised  catgut  with  much  greater 
satisfaction  and  much  less  apprehension.  I  use  now  no  ligature  or 
suture  material  in  the  peritoneal  cavity  other  than  catgut.  For 
durability  a  chromicised-formalin  gut  answers  all  purposes,  last- 
ing from  six  to  ten  weeks,  according  to  the  method  of  preparation. 

I  have  also  used  Dr.  Wylie's  and  Dr.  A.  P.  Dudley's  methods 
of  folding  the  slack  rouud  ligament  upon  the  fundus  and  stitching 
it  fast.  This  has  so  far  been  successful  in  my  hands.  It  is  an 
easier  and  more  rapid  method  than  Dr.  Mann's,  and  often,  to  save 
time,  I  have  done  it,  the  results  being  apparently  as  satisfactory  as 
any  other.  The  advantages  of  the  method  of  Drs.  Mann,  Dudley, 
and  Wylie  are  that  the  uterus  is  held  as  far  forward  as  the  round 
ligaments  can  bring  it,  but  it  is  not  lifted  out  of  its  normal  plane, 
as  in  ventral  fixation.  There  are  adhesions  formed,  of  course,  but 
they  are  not  of  such  character  that  they  are  liable  to  favor  intestinal 
obstruction,  which  I  have  never  seen  in  ventro-fixation,  but  have 
always  feared.  The  method  par  excellence,  however,  and  one  which 
appeals  to  me  as  being  the  most  natural  and  the  most  surgical,  is 
the  method  of  shortening  the  round  ligaments  by  Alexander  or 
some  of  its  modifications.  When  there  are  in  the  pelvis  no  ad- 
hesions to  be  broken  up,  when  the  uterus  can  be  brought  forward 
readily,  if  the  woman  has  borne  children,  there  is  no  question  in 
my  mind  as  to  the  success  of  the  operation.  Women  who  have 
never  been  pregnant,  as  a  rule,  have  not  so  large  or  well-developed 
round  ligaments  as  those  who  have  borne  children.  I  sometimes 
have  been  obliged  to  abandon  an  external  shortening  of  the  round 
ligaments  of  a  nullipara  because  the  ligaments  were  so  small  that 
I  fouud  they  would  not  hold  the  sutures  without  tearing.  But 
when  the  woman  had  beeu  pregnant  six  months  or  more  I  have 
never  found  the  ligaments  small  or  undevelopd.  Iu  those  instances 
where  I  find  the  ligaments  too  small  to  hold,  I  open  the  abdomen 
and  do  oue  of  the  internal  shortenings  referred  to  above.  I  have 
never  known  a  shortening  of  the  round  ligaments  to  fail,  and  I 
have  done  it  about  fifty  times.  I  have  seen  the  patient  from  a  few 
weeks  to  a  few  months  after  operation — some  may  have  recurred, 
but  I  do  uot  know  of  any. 

As  to  the  vaginal  methods  of  restoring  the  uterus,  I  know  noth- 
ing, practically.  I  saw  Mackenrodt  while  experimenting  on  the 
method.    I  also  saw  Leopold  do  Shucking' s  operation.  Neither 
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of  them  appealed  to  me  as  being  particularly  desirable,  and  I  have 
never  tried  them. 

Neither  method  of  shortenig  the  round  ligaments  externally  or 
internally  throws  the  uterus  so  far  forward  as  we  usually  find  a 
normally  anteverted  uterus.  The  uterus,  however,  is  held  forward 
enough  to  have  the  intra-abdominal  pressure  exerted  upon  its  pos- 
terior surface,  and  that  forces  it  farther  forward  into  the  normal 
position.  I  have  often  noted  this  when  examining  a  patient  sev- 
eral weeks  after  operation.  I  have  always  found  the  fundus 
farther  forward  than  at  the  time  of  operation.  When  the  abdo- 
men is  opened,  if  the  round  ligaments  be  grasped  on  either  side 
and  stretched  taut,  the  uterus,  if  lying  forward  on  the  bladder,  will 
immediately  be  raised  from  the  bladder,  and  the  axis  of  its  body 
will  assume  a  position  more  nearly  perpendicular  to  the  horizon 
than  before.  In  other  words,  tension  on  the  round  ligaments  pre- 
vents extreme  anteversion.  Therefore,  at  the  time  of  shortening 
the  round  ligaments  by  either  method  it  should  not  be  expected 
that  the  fundus  will  be  brought  so  far  forward  as  a  normal  position. 

To  summarize  :  1.  Certain  patients  can  be  cured  only  by  holding 
the  uterus  in  position,  either  by  pessaries,  by  resting,  or  by  oper- 
ating on  the  normal  supports  of  the  organ.  2.  The  external 
shortening  of  the  round  ligaments,  known  as  the  Alexander  oper- 
ation, or  some  of  its  modifications,  when  there  are  no  adhesions 
and  the  ligaments  are  well  developed,  is  the  preferable  operation. 
3.  When  the  round  ligaments  are  poorly  developed,  or  there  are 
intrapelvic  conditions  necessitating  opening  the  abdomen,  the  in- 
ternal shortening  of  the  round  ligaments  is  preferable,  and  the 
results  from  it  are  satisfactory.  4.  Ventro-fixation  should  never 
be  used  in  women  liable  to  bear  children,  and  it  should  only  be 
used  in  women  past  the  menopause,  or  in  whom  both  tubes  have 
been  removed,  thus  precluding  the  possibility  of  conception. 
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SOME  OBSERVATIONS  UPON  VENTRAL  FIXATION. 


By  HERMAN  E.  HAYD,  M.D., 

BUFFALO. 


Within  recent  years  the  various  deviations  and  displacements 
of  the  uterus  have  been  corrected  by  operative  measures,  and,  on 
the  whole,  with  very  satisfactory  results.  The  Alexander  opera- 
tion and  the  various  intraperitoneal  operations  on  the  round  liga- 
ments have  relieved  and  cured  a  great  number  of  women  hitherto 
doomed  to  more  or  less  chronic  invalidism.  So  ventral  fixation 
and  ventral  suspension,  when  properly  performed  in  well-selected 
cases,  bring  their  reward  in  comfort  and  happiness.  However, 
an  operation  which  forcibly  fixes  an  organ  in  an  unnatural  posi- 
tion cannot  be  ideal ;  but  when  nature's  beautiful  symmetry  has 
been  distorted  by  mutilation  and  disease,  anatomically  ideal  pro- 
cedures cannot  be  expected. 

Much  has  been  written  on  the  influences  exerted  by  these  opera- 
tions upon  future  pregnancies,  and  it  is  by  studying  carefully 
these  disappointments  and  complications  that  one  narrows  the 
field  of  indefinite  surgical  possibilities  and  its  ever-increasing  fail- 
ures and  shortcomings  to  possible  surgical  triumphs. 

Ventral  fixation,  or  suspension  of  the  uterus,  coupled  with  the 
various  plastic  operations  upon  the  cervix  and  vagina,  is  the  only 
means,  surgically  or  anatomically,  which  will  fix  and  support  for 
future  comfort  and  well-being  an  extremely  prolapsed  uterus. 
However,  because  that  uterus  sometimes  offers  a  serious  impedi- 
ment to  delivery  by  interfering  with  the  proper  dilatation  of  the 
organ,  is  no  reason  why  the  operation  must  be  relegated  to  obliv- 
ion ;  but,  on  the  contrary,  it  should  be  employed  to  relieve  that 
large  class  of  suffering  women  who  have  passed  beyond  the  child- 
bearing  period  and  who  most  frequently  are  the  victims  of  extreme 
procidentia  uteri.    In  common  with  every  operation  certain  dis- 
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appointments  and  unexpected  shortcomings  appear,  but  I  am  satis- 
fied that  to  the  unbiased  and  unprejudiced  there  is  less  to  complain 
about  and  to  annoy  in  the  future  progress  of  these  patients  than 
any  other  class  upon  whom  major  operations  have  been  performed. 
By  some  operators  indefinite  nervous  symptoms  are  attributed  to 
the  fixed  uterus.  An  irritable  bladder  may  result  or  a  persistent 
backache.  But  these  vague  symptoms  so  often  exist  after  various 
surgical  operations  in  persons  with  neuropathic  tendencies  and 
with  little  nerve  force  that  we  must  not  be  too  ready  to  accept 
them  as  evidences  of  surgical  failure. 

In  my  earlier  operations  I  used  the  buried  silkworm  suture,  and 
had  in  view  the  neeessitv  of  thoroughlv  anchoring  the  organ  in  its 
new  position ;  but  I  am  satisfied  that  this  course  is  not  necessary. 
Suture  material  which  will  insure  the  safety  of  the  organ  in  its 
new  location  for  a  few  weeks  is  all  that  need  be  looked  for,  be- 
cause by  this  time  sufficient  adhesive  union  has  taken  place  to  hold 
it  there.  It  was  the  fashion  a  few  years  &go  to  use  catgut  as  thick 
as  a  whip-cord  in  tying  the  pedicle  of  a  hysterectomy  stump,  or  silk 
thick  enough  to  fly  a  big  kite ;  but  this  practice  has  been  aban- 
doned by  many  men.  because  experience  has  demonstrated  that  Xo. 
3  catgut  is  strong  enough  for  the  most  important  operations,  and 
if  ehromieized  will  be  retained  in  situ  as  long  as  any  sarare  mate- 
rial is  required.  Morris  says  that  Xo.  25.  American  gauge,  will 
remain  ten  days  and  Xo.  20  twenty  days.  These  numbers  corre- 
spond to  Xo.  1  and  Xo.  3  catgut. 

The  Alexander  operation  has  very  properly  appropriated  many 
cases  upon  which  many  of  us  would  have  performed  a  ventral  fix- 
ation :  but  I  am  inclined  to  believe  that  we  are  pushing  the  pendu- 
lum too  far.  and  in  our  enthusiasm  with  the  new  are  forgetting  the 
splendid  successes  of  the  old.  Of  course  it  should  be  the  design 
of  every  operation  to  have  the  organ  operated  upon  functionally 
strong,  and  the  great  advantage  of  the  Alexander  operation  over 
its  fellows  is  that  it  insures  a  movable  uterus  which,  with  its  short- 
ened ligaments,  is  capable  of  undergoing  the  changes  consequent 
upon  pregnancy  like  any  other  uterus,  with  the  capacity  to  hyper- 
trophy and  subsequent  involution. 

In  cases  of  prolapse,  and  even  procidentia,  when  the  ovaries  and 
tubes  are  healthy  and  future  pregnancy  is  desirable,  one  can  be 
reasonably  certain  that  the  organ  can  be  retained  in  position  and 
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pregnancy  not  seriously  incommoded  if  the  sutures  which  pass 
through  the  uterine  body  only  take  in  their  bite  the  visceral  peri- 
toneum and  connective  tissue,  and  not  the  recti  muscles  in  its  fascia, 
as  is  done  by  many  operators.  In  this  way  the  uterus  soon  draws 
upon  these  thin  structures  and  makes  a  band  much  like  a  suspen- 
sory ligament,  which  permits  the  usual  excursions  of  a  normally 
poised  organ.  It  is  surprising  how  slight  need  be  the  band  of  at- 
tachment to  the  uterus,  and  yet  be  sufficiently  strong  to  hold  the 
organ  well  forward  and  be  capable  of  resisting  the  intra-abdominal 
pressure  under  all  circumstances,  providing  the  various  plastic 
operations  of  the  vagina  and  perineum  have  been  properly  attended 
to.  However,  careful  judgment  must  be  exercised  in  this  class  of 
cases,  because  many  of  these  women  have  marked  procidentia,  and 
are  short  and  corpulent,  and  often  have  very  large,  pendulous 
bellies.  I  think  in  these  persons  it  is  best  to  securely  fix  the 
uterus  and  take  the  chances  associated  with  possible  pregnancy 
than  fail  in  the  operation.  The  band  of  adhesion  stretches  too 
easily  when  the  abdominal  parietes  are  lax  and  flaccid,  and  the 
heavy  visceral  contents  may  force  the  uterus  even  into  the  intro- 
itus  vagina?  and  still  the  organ  may  be  attached  to  the  abdominal 
wall.  Such  an  experience  I  have  recently  had  in  a  short,  stout 
woman  of  forty  years  of  age  in  whom  the  uterus  had  fallen.  I 
shall  operate  again  shortly,  but  shall  sew  the  uterus  higher  up  and 
get  a  good  grip  by  taking  in  the  bite  of  the  suture  the  rectus 
muscle  and  fascia. 

Hernia  I  have  not  found  after  these  operations,  and  I  am  in- 
clined to  believe  that  the  uterus,  when  well  placed  forward,  tends 
to  strengthen  the  abdominal  wall.  However,  a  wider  experience  is 
necessary  before  one  can  authoritatively  speak  on  this  treacherous 
complication. 

I  have  performed  ventral  fixation  for  many  conditions,  and  am 
every  day  growing  more  in  favor  of  the  operation.  Its  field  par 
excellence  is  prolapsus  uteri  et  vaginas  or  procidentia  uteri.  It 
may  be  advantageously  employed  in  cases  of  celiotomy  for  tubal 
and  ovarian  disease  where  the  uterus  has  a  tendency  to  tip  or  fall 
backward.  I  am  satisfied  that  many  otherwise  brilliant  operations 
have  failed  to  bring  their  promised  relief  because  the  surgeon  has 
forgotten  to  fix  forward  a  uterus  which  after  the  operation  dropped 
into  the  hollow  of  the  sacrum  and  there  attached  itself  firmly. 
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In  these  cases  it  is  often  the  wiser  plan  to  reduplicate  a  fold  of  the 
peritoneum  and  round  ligament,  or,  in  other  words,  do  an  intra- 
peritoneal shortening  of  the  round  ligaments.  Still,  this  is  often 
difficult  to  accomplish.  The  abdominal  incision  has  to  be  made 
unduly  long  and  the  patient  must  be  tilted  into  the  Trendelenburg 
position,  while  to  sew  the  uterus  forward  is  but  the  simplest  and 
most  trivial  undertaking.  The  advocates  of  total  extirpation,  no 
doubt,  say  that  an  organ  without  its  appendages  should  be  removed; 
but  my  remarks  on  fixing  the  uterus  forward  might  apply  to  a 
retroverted  uterus  or  prolapsing  uterus  where  only  one  ovary 
and  tube  had  been  sacrificed,  and  where  future  usefulness  of  the 
woman  would  be  seriously  jeopardized  if  the  uterus  were  permitted 
to  fall  into  its  unnatural  position. 

In  my  last  six  cases  of  ventral  fixation  I  sewed  the  uterus  to  the 
abdominal  wall  with  chromicized  catgut  No.  3,  and  did  not  even 
scarify  the  peritoneal  covering  of  the  uterus.  I  held  the  organ  by 
thin  sutures  which  took  in  simply  the  peritoneum  and  the  connec- 
tive tissue  over  it,  but  in  one  case,  where  the  organ  was  very  heavy 
and  the  woman  short  and  stout,  I  hitched  on  to  the  rectal  fascia 
and  muscles.  I  have  invariably  sewed  the  anterior  surface  of  the 
uterus,  feeling  more  satisfied  with  the  position  assumed  under  these 
circumstances  than  where  the  sutures  catch  the  superior  and  pos- 
terior surface,  as  is  advocated  in  ventral  suspension.  I  have  dis- 
carded silk  and  all  unabsorbable  ligature  materials,  feeling  satisfied 
that  catgut  can  be  sterilized  and  rendered  absolutely  safe  and  is 
perfectly  manageable.  Silk  caused  me  no  end  of  annoyance  and 
anxiety  by  being  infected  at  the  time  of  the  operation  from  the 
discharge  which  exuded  from  the  cut  ends  of  the  stump,  and  which 
made  itself  visible  by  a  mass  of  inflammation  felt  in  the  iliac  fossae 
and  which  had  to  be  opened  through  the  vagina,  or  it  pointed  to 
the  abdominal  incision,  and  there  discharged  for  weeks  or  months 
until  the  silk  ligature  loosened  and  came  away.  Such  a  complica- 
tion as  this  has  never  occurred  since  I  have  used  catgut,  nor  can 
it,  in  my  estimation,  because,  if  the  catgut  does  get  infected,  in  a 
few  weeks  at  the  most  it  is  so  softened  and  disintegrated  that  it 
ceases  to  further  annoy  and  irritate  by  its  presence  per  se.  I  do  not 
deny  that  a  localized  abscess  might  form,  but  after  it  is  once  opened 
and  is  thoroughly  drained  the  case  goes  on  without  further  annoy- 
ance. 
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DISCUSSION  ON  THE  PAPERS  OF  DRS.  FREDERICK 

AND  HA  YD. 

Dr.  Charles  A.  L.  Reed,  of  Cincinnati. — I  know  of  no  question 
that  is  of  more  practical  interest  to  gynecologists  than  this  one  of 
operative  procedures  for  the  relief  of  displacements,  whether  these  dis- 
placements be  retroversions,  retroflexions,  or  various  forms  of  descensus 
uteri.  I  certainly  cannot  understand  that  any  person  should  ever  for- 
mulate the  proposition  that  retrodisplacements  of  the  uterus  are 
never  pathological.  The  normal  position  of  the  uterus  is  that  of 
anteversion,  and  any  deviation  from  its  normal  axis  is  pathological- 
But  whether  it  produce  symptoms  is  another  question.  Frequently 
these  cases  do  produce  symptoms,  and  are  the  initial  factors  in  the 
causatiou  of  a  long  chain  of  difficulties  that  cannot  be  relieved  until 
the  displacement  is  cured.  I  allude  more  particularly  to  the  consti- 
tutional disturbances  to  which  Dr.  Frederick  has  referred.  With  the 
recent  discoveries  in  pathology,  finding  expression  more  particularly 
in  the  well-established  theory  of  the  uric-acid  diathesis,  with  a  consti- 
tutional toxemia  by  the  leucoma'ins,  and  so  on,  incident  to  constipa- 
tion, we  can  readily  understand  tha  chain  of  complaints  that  arises 
from  displacements  of  the  uterus.  We  have  a  disturbance  of  the  vaso- 
motor function,  inhibition  of  peristalsis,  resulting  constipation,  result- 
ing absorption  of  various  leucomains,  if  you  see  fit  to  call  it  such, 
resulting  disturbance  in  elimination,  the  accumulation  of  effete  pro- 
ducts— all  that  chain  of  symptoms  which  we  recognize  as  essential 
factors  in  neurasthenia.  When  we  have  these  cases  there  is  no  hope 
of  relieving  them  permanently  until  we  remove  the  initial  factor  which 
is  found  in  some  disturbance  in  the  pelvis.  This  explains  any  differ- 
ence in  theory  of  reflex  disturbances,  a  doctrine  which  we  have  here- 
tofore spoken  of  as  that  of  reflex  nervous  trouble  of  pelvic  origin. 

As  to  the  field  of  this  operation,  I  believe,  Mr.  President,  that  last 
year  you  spoke  of  ventral  fixation  as  having  possibly  a  practical  field 
of  application  in  cases  of  descensus  uteri  in  the  earlier  degrees,  and  I 
have  learned  that  since  that  time  the  application  of  this  method  has 
resulted  in  failure.  This  eliminates  that  one  practical  field  of  appli- 
cation for  this  method.  I  do  not  believe  that  ventral  fixation  has 
any  field  of  application  ;  I  do  not  believe  it  has  any  relation  particu- 
larly in  cases  of  descensus  uteri  to  the  primary  pathological  conditions. 
I  do  not  believe  that  it  is  rational  practice  to  establish  one  patholog- 
ical condition  for  the  relief  of  another,  particularly  where  the  second- 
ary pathological  condition  is  more  painful  than  the  one  for  which  we 
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operate.  This  is  essentially  what  is  done  in  practically  all  cases  of 
ventral  fixation  ;  therefore,  operative  procedures  for  the  relief  of  these 
conditions  must  be  conceived  along  other  lines.  The  short  time  allotted 
to  each  speaker  for  the  discussion  of  this  subject  does  not  warrant  me 
in  going  into  details,  and  I  am  admonished  that  I  have  but  five  min- 
utes in  which  to  summarize  in  a  few  words  my  own  practice.  Whether 
the  cases  are  those  of  distinction  or  not,  I  have  found  in  extreme  retro- 
displacements  of  long  standing  that  there  is  more  or  less  separation 
and  relaxation  of  the  utero-sacral  ligaments.  Frequently  the  fundus 
is  located  in  the  utero-sacral  ligaments,  and  to  replace  it  requires 
forcible  anesthesia,  vaginal  manipulation,  or  abdominal  section. 
When  the  uterus  is  reduced  I  simply  stitch  together  the  utero-sacral 
ligaments,  so  that  the  extreme  retrodisplacement  cannot  readily  recur. 
I  shorten  the  round  ligaments  by  taking  a  reef  in  them.  This  is  a 
method  we  have  recognized  in  practice,  and  in  those  cases  in  which 
atrophy  has  taken  place  I  pass  sutures  through  the  fundus  and  pari- 
etal wall ;  but  in  closing  the  abdomen  I  simply  have  a  figure-of-eight 
position,  and  the  fundus  temporarily  suspended,  with  at  least  an  inter- 
val of  one-quarter  of  an  inch  between  the  fundus  and  abdominal  wall. 
This  is  temporary.  When  the  suture  is  removed  the  fundus  is  entirely 
released.  It  is  only  to  permit  modifications  of  structure  by  the  internal 
suture  to  become  strong  and  firm  until  this  is  retained,  and  the  moment 
that  has  been  accomplished  the  sutures  are  removed,  and  the  fundus  is 
quite  free.  I  have  had  no  trouble  since  I  have  adopted  this  line  of 
practice. 

Dr.  J.  Henry  Carstens,  of  Detroit. — Mr.  President :  Inasmuch  as 
Dr.  Hayd  is  not  present  we  can  hardly  discuss  his  paper.  Some  very 
pertinent  remarks  were  made  in  one  of  the  papers  regarding  physicians 
being  hobbyists.  That  is  largely  true  ;  but  the  Fellows  of  this  Associ. 
ation  are  not.  My  experience  is  and  has  been  that  there  are  women 
who  have  retroversion  of  the  uterus  without  any  symptoms,  and  they 
do  not  know  that  they  have  any  trouble  unless  by  accident  a  physician 
finds  it  out  and  tells  them  about  it.  If  the  doctor  tells  a  woman  that 
she  has  retroversion  of  the  uterus  and  it  must  be  corrected,  she  is  mis- 
erable the  rest  of  her  life.  If  we  will  let  the  poor  woman's  uterus 
alone  and  not  touch  it,  she  will  be  all  right.  There  is  no  doubt  in  my 
mind  but  what  we  can  remedy  many  cases  of  retroversion  of  the 
uterus  with  a  retroversion  pessary,  particularly  the  early  cases,  those 
occurring  shortly  after  confinement. 

With  reference  to  shortening  the  round  ligament,  I  have  frequently 
asked  myself :  what  is  the  object  of  the  round  ligament  ?  I  have  never 
heard  anybody  tell  me  yet.    It  is  true,  I  hear  physicians  talk  a  good 
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deal  about  the  round  ligament,  and  from  that  I  assume  that  they  think 
it  is  for  the  purpose  of  keeping  the  uterus  forward,  preventing  it  from 
falling  back.  I  hold  that  the  round  ligament  does  not  hold  the  uterus 
forward  at  all ;  that  it  has  nothing  to  do  with  keeping  the  uterus  in 
place.  The  round  ligament  comes  into  play  when  a  woman  is  preg- 
nant. At  that  time  the  round  ligament  develops  and  does  its  work, 
but  in  the  normal  ordinary  uterus  it  does  not  play  any  particular  role. 
It  has  nothing  to  do  with  holding  the  uterus  in  place.  If  you  shorten 
the  round  ligament  by  any  method  you  produce  an  artificial  state  ; 
you  destroy  its  function  by  doubling  it  up  and  producing  an  artificial 
condition  just  as  you  would  do  by  ventral  fixation.  If  one  artificial 
condition  is  good,  then  the  other  artificial  condition  is  likewise  good. 
The  woman  has  an  abnormal  condition,  and  you  have  produced  another 
abnormal  condition  to  relieve  it.  I  believe  ventral  fixation  in  some 
cases  is  good.  In  my  experience,  however,  I  have  very  rarely  seen  an 
ordinary  retroversion  of  the  uterus  produce  much  trouble.  Most  of 
the  cases  that  we  see — at  least,  those  that  I  see — are  chronic.  They 
have  been  under  the  observation  and  care  of  many  physicians,  and 
these  cases  are  nearly  always  complicated  with  disease  of  the  tubes  and 
ovaries,  adhesions,  and  other  morbid  conditions,  and  generally  require 
abdominal  section,  with  perhaps  sometimes  removal  of  a  tube  or  an 
ovary,  or  tumor,  or  whatever  it  may  be.  In  other  cases  you  may  have 
to  enucleate  a  fibroid,  and  while  you  are  doing  this  you  can  stitch  the 
uterus  anteriorly,  keep  it  in  place,  or  stitch  the  stump  to  hold  it  in 
place.  That  is  practically  what  I  generally  do.  I  get  other  cases 
where  I  do  not  think  the  retroversion  is  the  cause  of  the  trouble,  but 
I  have  a  complication  of  troubles  to  deal  with.  I  find,  perhaps,  chronic 
inflammation  of  both  ovaries  and  tubes,  adhesions  to  the  rectum,  and 
inflammation  all  around.  What  shall  we  do  with  such  a  case  as  that, 
particularly  where  the  cervix  is  also  badly  lacerated?  I  would  not 
curette  the  uterus,  open  the  abdomen,  remove  the  ovaries  and  tubes^ 
and  stitch  the  uterus  anteriorly  to  the  abdominal  wall,  because  it  would 
involve  a  large  amount  of  work,  and  the  chances  are  there  would  be 
trouble  afterward.  The  best  thing  to  do,  then,  is  to  perform  a  vaginal 
hysterectomy,  remove  the  uterus,  tubes,  and  ovaries,  and  get  rid  of  the 
whole  trouble  at  once.    By  this  means  you  will  cure  your  cases. 

Dr.  Willis  G.  Macdonald,  of  Albany,  N.  Y. — I  do  not  feel  that 
we  ought  to  allow  this  discussion  to  close  without  saying  a  word  in 
defense  of  ventral  fixation  in  cases  of  procidentia  of  the  uterus. 
Ventral  fixation  for  this  condition  is  not  a  failure.  It  is  the  best 
operation  I  know  of  in  my  experience  for  certain  cases,  particularly 
in  women  who  are  beyond  the  child-bearing  period.  The  relaxed  tissue 
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of  the  vagina  will  allow  you  to  pull  the  fundus  up  close  to  the  umbil- 
icus, and  by  a  series  of  five  silver-wire  sutures,  introduced  through  the 
fascia,  muscles,  aud  peritoneum,  you  can  secure  the  uterus  in  position, 
and  even  without  much  plastic  work  in  the  vagina  you  will  give  the 
woman  comfort.  The  uterus  will  stay  there  at  least  a  year,  because  I 
have  had  such  cases  during  the  last  year.  I  recall  one  case  in  partic- 
ular, the  wife  of  a  farmer,  who  does  much  heavy  work,  as  lifting,  etc., 
about  the  dairy  and  things  of  that  sort.  I  saw  her  a  few  days  before 
coming  to  this  meeting,  and  she  brought  another  patient  to  the  office 
in  extreme  comfort.  I  speak  of  the  usefulness  of  ventral  fixation,  on 
account  of  the  large  number  of  cases  of  vaginal  hysterectomy  which 
I  have  seen  done  for  prolapse.  I  can  find  three  cases  in  Albany  almost 
any  day  in  which  vaginal  hysterectomy  for  procidentia  did  not  accom- 
plish the  desired  result.  All  of  these  women  got  a  hernia  as  large  as 
my  closed  fist.  In  procidentia  of  the  uterus  there  are  only  two  things 
that  accomplish  any  material  good.  One  is  good  ventral  fixation,  not 
a  temporary  one,  as  Dr.  Reed  does,  but  a  good  permanent  ventral 
fixation,  abdominal  hysterectomy,  and  shortening  of  the  stump. 

Dr.  Rufus  B.  Hall,  of  Cincinnati. — I  agree  with  much  that  has 
been  said  in  the  discussion  on  this  subject,  but  there  are  cases  coming 
under  our  observation  with  retroversion  of  the  uterus  in  which  we  do 
not  have  sufficient  disease  of  the  ovaries  to  justify  us  in  operating  for 
removal  of  the  ovaries.  These  patients,  however,  do  suffer  to  such  an 
extent  that  they  demand  relief,  and  then  the  question  of  operative 
interference  comes  up,  and  we  must  decide  which  one  of  the  operative 
procedures  is  best.  Dr.  Carstens  may  not  see  these  cases.  His  cases 
may  all  be  chronic  cases  of  inflammatory  diseases  of  the  appendages ; 
but  some  of  the  rest  of  us  see  them.  I  have  made  ventral  fixations  in 
such  cases ;  I  have  shortened  the  round  ligaments  by  folding  them 
over  on  themselves  intra-abdominally.  There  are  many  objections  to 
ventral  fixation.  I  grant  that  ventral  fixation  will  relieve  prolapse, 
as  the  last  speaker  narrated  ;  as  long  as  the  silver  sutures  stay  there  the 
uterus  will  stay  up.  Many  of  the  cases  of  ventral  fixation  get  post- 
operative complications  that  are  of  a  serious  character,  and  I  believe 
ventral  fixation  has  had  its  day.  It  is  practically  done,  for  the  reason 
of  the  occurrence  of  post-operative  accidents.  I  had  to  operate  several 
years  ago  to  undo  a  ventral  fixation.  I  had  to  operate  on  two  cases 
in  which  there  was  intestinal  obstruction ;  a  third  patient  had  intes- 
tinal obstruction,  and  died,  due  to  ventral  fixation,  there  being  a  coil 
of  bowel  between  the  uterus  and  the  bladder.  If,  as  remarked  by  one 
of  the  speakers,  to  relieve  a  condition  that  is  causing  the  trouble  we 
must  make  an  operation  that  causes  worse  trouble,  we  must  not  do  it. 
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We  must  bring  the  uterus  forward,  and  sustain  it  there  other  than  by 
ventral  fixation. 

In  unmarried  women  who  have  not  borne  children,  vaginal  fixation 
of  the  round  ligaments  promises,  in  my  opinion,  even  better  results 
than  the  Alexander  operation,  because  there  is  no  question  about  the 
value  of  vaginal  fixation  of  the  round  ligaments.  We  can  fix  the 
uterus  forward  without  very  much  disturbance  in  the  abdomen  by  a 
comparatively  minor  ojieration,  without  accident  or  the  possibility  of 
hernia  from  an  external  operation.  I  have  made  quite  a  number  of 
operations  by  vaginal  fixation  of  the  round  ligaments.  I  have  not 
made  a  sufficient  number  of  operations  to  judge  of  the  ultimate  results, 
but  the  primary  results  have  been  exceedingly  satisfactory. 

Dr.  Walter  B.  Dorsett,  of  St.  Louis. — I  did  not  intend  to  say 
anything  in  discussing  this  subject,  but  inasmuch  as  reference  has  been 
made  to  reports  of  cases  of  ventral  fixation  for  retrodisplacements,  I 
feel  that  I  ought  to  report  a  case  that  occurred  in  my  own  practice, 
one  in  which  there  was  quite  a  bite  taken  in  the  anterior  wall  of  the 
uterus,  and  it  was  firmly  fixed  and  fastened  to  the  anterior  abdominal 
wall,  following  which  a  most  terrific  case  of  post-partum  hemorrhage 
occurred.  It  was  not  due  to  inertia,  as  we  generally  describe  it ;  but 
the  uterus  was  so  firmly  fastened  to  the  abdominal  Avail  that  it  could 
not  contract.  There  seemed  to  be  an  area,  probably  an  inch  and  a  half 
or  two  inches  long,  that  was  continually  soft,  and  the  uterus  would  not 
contract  by  the  usual  manipulation  or  by  the  Crede  method.  So  far 
as  I  know,  this  is  something  new.  I  have  never  heard  of  a  case  in 
which  this  condition  has  occurred.  Of  course,  I  know  of  complications 
that  have  occurred  after  ventral  fixation,  such  as  pain,  and  drawing 
upon  the  attachments  of  the  uterus ;  but  so  far  as  hemorrhage  immedi- 
ately after  labor  is  concerned,  I  have  not  heard  of  a  similar  case. 

Dr.  X.  O.  Werder,  of  Pittsburg. — I  am  very  much  interested  in 
the  discussion  on  displacements  of  the  uterus,  and  I  regard  it  as  one 
of  the  most  important  topics  that  we  have  to  deal  with.  It  is  a  subject 
that  requires  unusually  good  judgment.  We  have  cases  of  displaced 
uteri  (small),  without  complications,  without  endometritis,  which  re- 
quire no  treatment,  especially  displaced  uteri  in  single  girls  or  virgins. 
We  have  cases  in  which  endometritis  is  the  principal  complication,  the 
one  which  produces  all  the  symptoms,  and  if  we  treat  it  and  leave  the 
displacement  alone,  we  cure  the  patient.  Again,  we  have  a  third  class 
of  cases  in  which  there  is  no  complication  outside  of  the  displacement. 
We  have  a  large,  flabby  uterus  that  causes  pressure  symptoms  as  a 
result  of  the  displacement,  and  if  we  will  adjust  a  well-fitting  pessary 
in  these  cases  the  women  will  be  relieved.    They  will  come  to  you  at 
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the  end  of  three  or  four  weeks,  and,  instead  of  the  uterus  measuring 
four  or  five  inches,  you  will  find  it  has  been  reduced  to  the  size  of  three 
inches,  and  the  woman  is  perfectly  relieved.  In  three  or  four  months 
you  can  remove  the  pessary.  I  believe  in  a  certain  number  of  cases 
retroversion  of  the  uterus  produces  a  chronic  passive  congestion  of  the 
organ.  The  broad  ligaments  are  rolled  over,  and  as  a  result  of  that 
there  is  torsion  of  the  vessels.  It  is  going  too  far  to  say  that  displace- 
ments of  the  uterus  require  no  treatment,  or  that  all  displacements 
require  treatment.    Judgment  is  necessary  in  every  case. 

Dr.  Joseph  H.  Branham,  of  Baltimore. — The  remarks  of  Dr. 
Carstens  remind  me  very  forcibly  of  my  first  experience  as  a  Fellow 
of  this  Association.  When  I  joined  the  Association,  a  number  of  years 
ago,  I  presented  a  paper,  which  was  the  product  of  a  good  deal  of 
work,  on  "  The  Anatomical  Considerations  of  the  Round  Ligament 
and  Its  Relation  to  the  Uterus."  This  paper  embodied  the  work  on 
a  hundred  cadavers,  testing  the  strength  of  the  round  ligament  and  its 
effect  on  the  uterus.  I  do  not  suppose  anybody  was  more  completely  sat 
upon,  figuratively  speaking,  than  I  was  when  I  read  that  paper.  I  think 
the  round  ligament,  without  question,  has  to  do  with  the  maintaining  of 
the  uterus  in  its  position.  Men  look  at  the  round  ligament  when  it  is  re- 
laxed and  find  it  a  little  flaccid.  They  forget  it  is  a  muscular  organ,  from 
beginning  to  end  capable  of  contraction  to  one-half  its  ordinary  length. 
When  contracted,  it  has  a  good  deal  of  influence  in  bringing  the  uterus 
into  position  when  it  is  displaced.  One  of  the  gentlemen  mentioned 
the  size  of  the  round  ligament  in  the  virgin  uterus.  If  you  will  think 
for  a  moment,  you  will  all  recognize  that  the  round  ligament  in  the 
virgin  uterus  is  just  as  large  in  proportion  to  the  size  of  the  utei'us 
as  it  is  in  a  uterus  after  labor.  The  virgin  uterus  weighs  nine  drachms  ; 
after  labor  it  gets  down  to  about  two  ounces ;  involution  of  the  round 
ligament  does  not  take  place  to  any  greater  extent.  I  have  examined 
two  hundred  cadavers  experimentally  ;  did  it  for  a  great  many  years, 
and  in  my  dissections  have  found  the  round  ligaments  nearly  every  time. 
I  have  found  them  absent  in  only  one  case.  When  I  opened  the  abdomen 
I  found  the  uterus  had  been  removed  and  the  round  ligaments  pulled 
out.  You  can  draw  the  uterus  up,  can  draw  the  vagina  up,  and  can 
move  the  patient's  perineum  in  every  case  by  traction  on  the  round 
ligaments.  If  any  of  you  will  try  that,  you  can  do  so.  You  can 
place  the  uterus  in  position  and  hold  it  there  by  the  round  ligament. 
The  round  ligament,  when  drawn  that  way,  drags  the  fundus  of  the 
uterus  against  the  lowest  part  of  the  abdomen  a  little  bit  higher  than 
in  its  normal  position. 

Notwithstanding  the  fact  that  some  of  the  Fellows  object  to  the 
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Alexander  operation,  I  have  tried  it  from  time  to  time,  and  I  believe 
it  is  nearer  a  physiological  operation  than  any  one  that  has  been  recom- 
mended. I  believe  the  Alexander  operation  will  grow  in  favor,  and 
that  it  will  be  found  exceedingly  useful.  I  believe  in  all  cases  of 
retrodisplacement  of  the  uterus  and  ovaries,  even  if  not  accompanied 
by  decided  pathological  changes  at  the  time,  that  these  changes  will 
come  on  because  the  circulation  of  these  organs  is  so  bad,  in  their 
abnormal  position,  that  nutrition  is  bound  to  be  interfered  with,  and 
that  infection  is  liable  to  take  place  in  a  large  number  of  cases  if  the 
uteri  are  not  put  in  proper  position  and  kept  there. 

Dr.  Albert  Goldspohn,  of  Chicago. — I  agree  with  Dr.  "Werder 
that  to  all  rules  there  are  exceptions.  But  what  is  the  rule?  That  is 
the  exceedingly  important  question  in  reference  to  this  entire  subject. 
It  is  that  retroversion  is,  per  se,  pathological,  and  that  the  complica- 
tions Dr.  Carstens  speaks  of  are  in  many  instances  the  results  of  the 
displacement,  which,  if  it  had  been  corrected,  or  if  the  circulatory  em- 
barrassment had  been  relieved  two  or  three  years  before  they  came  into 
his  hands,  the  patients  would  not  have  required  extirpation  of  the 
appendages.  Retroversion  and  flexion  of  the  uterus  are  pathological, 
chiefly  for  four  reasons.  First,  because  there  is  mechanical  interfer- 
ence with  the  adjacent  organs,  rectum,  and  bladder.  Second,  because 
the  return  venous  current  is  interfered  with.  The  uterus  then  becomes 
analogous  to  a  varicose  leg.  Many  a  case  of  metritis  is  simply  equiv- 
alent to  a  varicose  ulcer,  and  we  cannot  succeed  in  curing  such  a  me- 
tritis, any  more  than  the  surgeon  can  succeed  in  curing  a  varicose 
ulcer,  unless  we  relieve  the  embarrassments  to  the  venous  circulation 
in  the  pelvis,  as  the  surgeon  relieves  them  in  the  ulcer  by  elevating  the 
leg,  etc.  Third,  without  retroversion  descensus  uteri  does  not  occur. 
This  will  stand,  as  a  general  rule,  with  rare  exceptions,  namely,  where 
all  the  pelvic  structures  are  extremely  relaxed.  Fourth,  retroversion 
is  pathological  because  it  induces  disease  in  the  ovaries. 

As  to  the  relief  of  retroversion  of  the  uterus,  it  makes  very  little 
difference  what  the  function  of  the  round  ligament  is.  There  is  no 
question  but  what  it  helps  to  restore  the  uterus  to  anterversion  when 
it  is  temporarily  displaced  by  the  over-filled  bladder  or  rectum.  At 
any  rate,  it  is  a  most  serviceable  structure,  available  for  correcting  a 
displacement,  and  the  slight  puckering-up  effect  we  produce  in  the 
round  ligament  by  shortening  it  is  not  to  be  compared  with  the  stul- 
tifying results  of  ventral  fixation.  The  round  ligament  may  be  gotten 
at  from  three  different  routes.  The  Alexander  method  is  the  most 
serviceable  one ;  and  I  have  pursued  it  in  about  one  hundred  and 
twenty-five  cases.    If  the  cases  are  judiciously  selected,  it  gives  as 
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satisfactory  results,  if  not  more  so,  than  any  other  gynecological  oper- 
ation. In  the  next  place,  we  may  approach  and  shorten  the  round 
ligament  by  the  vagina,  or  we  may  do  so  intra-abdominally  if  we 
have  other  reasons  to  open  the  abdomen.  But  we  must  not  make  a 
mistake  by  riding  hobbies  and  cast  wholly  aside  any  operative  pro- 
cedure that  a  number  of  men  have  used  with  effect  for  some  time. 
Ventral  fixation  is  needed,  along  with  other  plastic  operations,  in  ex- 
ceptionally severe  cases  of  general  relaxation  or  descensus  uteri.  I 
condemn  it  for  the  average  ordinary  case.  It  is  a  serviceable  opera- 
tive measure  for  extreme  cases,  where  no  manner  of  operation  on  the 
round  ligaments  will  avail  any  good,  as,  for  instance,  Avhere  the  sacro- 
uterine folds  or  ligaments  are  greatly  elongated.  Again,  marked  de- 
scensus uteri  cannot  be  cured  by  vaginal  plastiques  alone,  or  by  re- 
storing ever  so  good  a  pelvic  floor.  If  there  is  any  tendency  for  the 
uterus  to  descend,  it  will  come  through.  Fixation  above  must  nec- 
essarily accompany  the  restoration  of  the  pelvic  floor.  So,  in  some 
cases  of  this  kind  of  descensus  uteri,  or  when  we  have  removed  the 
appendages,  and  the  uterus,  remaining,  easily  comes  in  contact  with 
the  abdominal  wall,  there  is  no  objection  to  fixing  it  there. 

Dr.  F.  J.  Baker,  of  Lockport,  N.  Y.  (by  invitation). — The  papers 
and  discussions  of  this  Association,  by  virtue  of  its  standing,  will  be 
accepted  as  authoritative  throughout  the  length  and  breadth  of  our 
land.  We  have  had  placed  before  us  different  ideas  of  ventral  fixa- 
tion and  the  Alexander  operation.  That  is  not  the  question,  it  seems 
to  me,  that  is  of  the  first  and  of  the  greatest  importance ;  but  how 
shall  we  so  treat  our  patients  that  ventral  fixation  or  the  Alexander 
operation  is  not  necessary  ?  While  a  few  practitioners  see  these  cases 
only  after  certain  pathological  conditions  have  taken  place  which 
necessitate  some  operative  measure  for  relief,  the  great  majority  of 
phyicians  and  gynecologists  see  them  so  early  that  judicious  treatment 
will  render  operative  procedures  unnecessary.  I  wish,  then,  some  one 
would  tell  us  the  best  method  to  pursue  when  we  see  these  cases 
early.  It  does  seem  to  me,  Mr.  President,  that  if  we  treat  these  cases 
carefully  and  judiciously  for  weeks  and  months,  the  retroverted 
uterus  and  the  prolapsed  ovaries,  may  be  so  restored  to  their  normal 
anatomical  condition  that  the  sacrifice  of  these  most  important  organs 
will  be  uncalled  for.  How  shall  we  do  it  in  that  way  ?  By  what 
means  shall  this  end  be  attained  ?  In  the  cases  that  are  seen  early  I 
believe  that  by  means  of  treatment  every  second  day,  consisting 
of  bimanual  massage,  tampons,  hot-water  douches,  and,  after  a  little, 
retroversion  pessaries,  and  other  treatment  that  may  suggest  itself,  the 
Alexander  operation  will  not  be  required,  nor  the  operation  of  ventral 
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fixation ;  and  it  seems  to  me  that  we  ought  to  be  slow  in  undertak- 
ing operative  measures  on  these  organs.  When  well  directed,  persist- 
ent conservative  measures  fail,  then,  and  not  till  then,  are  we  warranted 
in  calling  surgery  to  our  assistance. 

Dr.  James  F.  Baldwin,  of  Columbus. — I  differ  with  some  of  the 
speakers  in  believing  that  ventrofixation  has  come  to  stay.  Like 
many  operations,  it  has  been  taken  up  as  a  fad  by  the  gynecological 
part  of  the  profession,  but  it  serves  in  some  cases  an  excellent  purpose, 
and  will  therefore  stay.  I  have  not  done  the  operation  as  many  times 
as  some  of  the  Fellows  present,  because  I  have  not  seen  so  many  cases. 
About  forty  operations  will  cover  my  experience.  I  have  had  no  fail- 
ures from  it.  The  uteri  are  still  remaining  in  position  iu  all  the  cases 
in  which  I  have  operated.  I  have  not  produced  sharp  anteflexion  of 
the  uterus  and  fastened  its  posterior  surface  to  the  anterior  wall.  I 
attach  the  anterior  surface  just  below  the  fundus  by  two  silver  wires, 
which  are  passed  through  the  entire  thickness  of  the  abdominal  wall. 
I  scarify  the  surface  about  these  wires  so  that  when  the  wires  are 
tightened  the  visceral  and  parietal  peritoneums  will  unite.  The  wire 
is  removed  in  about  three  weeks,  by  which  time  sufficiently  firm  ad- 
hesions have  formed  to  sustain  the  uterus.  These  adhesions  become 
elongated,  so  that  after  a  little  the  womb  has  a  sufficient  amount  of  play. 
Following  this  operation  I  have  observed  four  pregnancies  to  occur ; 
two  in  one  woman,  who,  on  consulting  an  abortionist,  was  promptly 
relieved  of  her  burden.  The  result  in  that  case  was  an  infection  which 
required  a  subsequent  abdominal  section.  Another  patient  was  a 
primipara  who  had  been  married  two  year3  without  becoming  preg- 
nant. There  was  complete  retroversion  of  the  uterus,  with  firm  adhe- 
sions binding  the  ovaries,  tubes,  and  uterus  down  into  Douglas's  cul- 
de-sac.  Sexual  intercourse  had  always  been  intolerable.  Defecation 
had  been  painful.  I  made  a  ventral  fixation  in  the  manner  indicated. 
A  few  months  later  she  became  pregnant,  went  to  full  term,  and  was 
delivered  with  less  than  the  usual  difficulty  for  a  primipara.  I  ex- 
amined her  a  month  ago,  her  child  then  being  six  months  old,  when  I 
found  the  uterus  in  normal  position,  and  the  woman  in  perfect  health. 
In  the  fourth  case  there  was  marked  retroversion,  with  light  adhesions. 
Pregnancy  occurred  soon  after  the  ventrofixation,  and  the  woman  is 
now  about  four  months  pregnant.  A  letter  recently  received  tells 
me  that  she  is  in  perfect  health.  I  shall  watch  with  interest  for  her 
confinement. 

One  woman  had  fallen  violently,  and  thought  she  felt  something  give 
way,  but  on  making  an  examination  I  found  the  uterus  held  up  in 
normal  position  by  the  anterior  adhesions. 
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In  three  cases  I  have  had  occasion  to  reopen  the  abdomen  a  second 
time  some  months  after  making  ventrofixation.  In  all  of  them  I  found 
a  good  anterior  ligament,  about  an  inch  and  a  half  long,  supporting 
the  uterus  in  excellent  position.  I  have  no  cases  of  longer  duration 
than  three  years ;  but,  so  far  as  I  can  learn,  I  have  had  no  failures 
during  this  time. 

Dr.  M.  Rosenwasser,  of  Cleveland. — In  my  work  I  find  but  a 
limited  use  for  these  operative  measures,  and  I  am  surprised  to  see 
how  some  men  in  a  year  or  two  can  meet  with  enough  material  to  supply 
two  hundred  cases  of  suspensio  uteri  and  an  additional  surplus  of  Alex- 
ander operations.  I  will  attempt  to  answer  the  question  Dr.  Baker 
asked.  It  is  my  custom,  when  I  find  a  heavy  uterus  early  after  con- 
finement, to  see  that  it  is  reduced  in  size.  In  order  to  do  this  I  use 
tampons  early  and  adjust  a  well-fitting  pessary.  Many  of  our  younger 
practitioners  do  not  know  the  possibilities  of  a  pessary.  They  do  not 
know  that  they  can  place  a  well-fitting  pessary  which  will  hold  the 
uterus  in  position  without  discomfort,  the  patient  not  realizing  that  a 
pessary  has  been  placed.  Many  are  thus  permanently  cured  without 
operative  measures.  I  do  not  feel  called  upon  to  do  the  ventral  fixa- 
tion operation  more  than  five  or  six  times  in  a  year.  I  find  that  my 
patients  do  just  as  well  without  any  operation  as  do  the  patients  of 
the  gentlemen  who  constantly  resort  to  operative  measures.  I  am 
therefore  decidedly  in  favor  of  the  methods  pursued  by  Dr.  Carstens 
and  others,  who,  when  they  see  these  cases  early,  and  they  are  uncompli- 
cated, first  properly  replace  the  uterus  and  sustain  it  by  a  pessary,  and 
who,  only  in  those  cases  that  are  complicated  or  that  do  not  do  well  with 
pessaries,  resort  to  operative  interference.  I  feel  that  it  is  an  injustice 
to  the  patient  that  a  surgeon  undertake  any  of  these  operations  in 
uncomplicated  cases  until  he  has  first  tried  to  support  the  uterus  in 
position  by  means  of  a  pessary  sufficiently  long  to  admit  of  a  cure. 
It  goes  without  saying,  that  the  repair  of  any  laceration  of  the  perito- 
neum is  a  sine  qua  non  to  the  use  of  a  pessary,  whether  for  cure  or  for 
relief. 

Dr.  Frederick  (closing  the  discussion). — Drs.  Carstens  and  Rosen- 
wasser have  said  that  they  do  not  see  cases  of  retroversion  of  the  uterus 
that  need  operative  treatment.  I  cannot  understand  it.  I  see  a 
goodly  proportion  of  cases  of  retroversion  that  have  complications,  the 
result  of  retroversion,  who  need  operation.  I  said  in  my  paper  that  I 
believed  in  the  use  of  pessaries,  and  I  place  a  great  many  pessaries 
from  time  to  time,  and  many  of  the  patients  have  been  greatly  re- 
lieved, while  others  have  gotten  well.  I  have  a  great  many  cases  of 
that  kind.    I  am  speaking  now  of  a  class  of  retroverted  uteri  where 
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we  cannot  put  in  a  pessary,  where  the  patient  has  so  much  tenderness 
that  she  cannot  tolerate  it,  or  the  pessary  will  not  hold  the  uterus  up. 
When  a  patient  under  constitutional  treatment  continues  to  have  dis- 
charges from  the  uterus,  backache,  depressed  mental  condition,  neu- 
rasthenia, hemorrhages,  and  so  on,  we  must  operate.  This  class  of 
cases  can  be  cured  by  operative  interference.  I  do  not  believe  in 
doing  an  operation  simply  because  a  woman's  uterus  is  out  of  posi- 
tion. I  believe,  first,  in  the  conservative  method  of  treatment,  and, 
secondly,  in  doing  a  radical  operation. 

As  to  the  operation  of  ventral  fixation  for  descensus  uteri,  prolapse  of 
the  uterus  is  nothing  more  nor  less  than  hernia,  and  I  have  my  doubts 
as  to  whether  ventral  fixation  done  after  Dr.  Macdonald's  method  is 
always  going  to  be  followed  by  success.  In  the  majority  of  cases  of 
extreme  prolapse  of  the  uterus,  if  you  make  ventral  fixation  and 
anchor  the  uterus  with  silver  wire  to  the  abdominal  wall,  and  keep  it 
there,  the  stitches  will  eventually  cut  out,  and  the  uterus,  by  the  intra- 
abdominal pressure  pushing  it  and  the  bladder  out  with  it,  will  again 
become  displaced.  It  has  recurred  in  my  experience,  and  I  do  not 
believe  ventral  fixation  for  cases  of  prolapsed  uteri  of  extreme  degree 
is  anything  but  a  temporary  benefit.  There  must  be  some  method 
devised  for  the  cure  of  this  class  of  cases.  In  spite  of  what  Dr.  Hall 
has  said,  I  have  seen  the  Mackenrodt  operation  with  vaginal  fixation 
of  the  round  ligament,  and  it  does  not  seem  to  me  a  surgical  procedure. 

In  reply  to  Dr.  Dorsett,  I  do  not  know  of  any  women  who  have  had 
trouble  during  labor. 

Some  one  has  said  something  about  the  round  ligament  not  having 
anything  to  do  with  holding  the  uterus  in  a  normal  position.  That 
may  be  true,  but  I  think  many  of  you  have  seen  cases  of  retroversion 
where  the  woman  was  run  down,  with  relaxation  of  the  vagina  or  of 
the  pelvic  viscera,  and  after  giving  her  hot  douches,  keej)ing  the  bowels 
free,  building  up  her  general  tone  with  tonics,  such  as  iron,  strychnine, 
and  so  forth,  recommending  open  air,  examining  her  two  or  three 
months  hence  you  have  found  the  uterus  in  normal  position.  There 
is  no  question  but  what  in  some  cases  a  normal  restoration  of  the  uterus 
is  brought  about  by  judicious  tonic  treatment  without  any  operation 
or  without  the  aid  of  a  pessary.  It  seems  to  me,  from  the  muscular 
structure  of  the  round  ligament,  to  which  Dr.  Branham  has  called  our 
attention,  that  by  increasing  its  tone  we  draw  the  uterus  forward. 
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BALTIMORE. 


The  first  case  to  which  I  wish  to  call  the  attention  of  the  Asso- 
ciation was  one  of  Cesarean  section.    The  history  was  as  follows: 

Case  I. — Mrs.  T.,  white,  aged  twenty-four  years;  in  labor  with 
third  child;  family  history  unimportant.  Patient  when  eight  years 
old  was  run  over  by  an  ice-cart  and  injured  about  the  pelvis.  She 
was  confined  in  1894  with  a  well-developed  boy.  Pelvic  examina- 
tion showed  narrowing  of  the  transverse  diameter,  due  to  flattening 
and  inward  displacement  of  the  left  pelvic  wall,  which,  no  doubt, 
resulted  from  a  fracture  received  at  the  time  of  her  injury.  After 
a  labor  lasting  about  two  days,  and  after  several  vain  attempts  to 
deliver  with  forceps,  craniotomy — the  child  being  already  dead — 
was  done,  and  the  labor  completed.  She  made  a  good  recovery, 
and  was  again  confined  in  the  spring  of  1895,  being  attended  by 
Dr.  C.  H.  Jones,  who  delivered  a  dead  child  after  great  difficulty. 

In  June,  1896,  she  asked  me  to  attend  her  again,  but  when  I 
told  her  that  a  severe  operation  would  be  necessary  to  complete  the 
delivery  of  the  child,  and  that  I  would  not  do  another  craniotomy, 
she  declined  to  have  anything  done  but  the  latter  operation.  I 
refused,  therefore,  to  take  the  case,  and  considered  my  connection 
therewith  at  an  end.  I  heard  nothing  more  from  her  until  August 
16th,  when  I  was  sent  for  to  come  at  once,  and  that  she  would  have 
the  operation  done.  When  I  saw  her  she  had  been  in  labor  about 
twenty-four  hours,  was  in  a  small,  dirty  room,  with  an  ignorant 
nurse,  all  the  surroundings  about  as  bad  as  possible. 

The  heart-sounds  showed  the  child  to  be  strong.  As  it  was  late 
at  night,  preparation  was  made  for  the  operation  early  on  the 
morning  of  the  17th. 
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Symphysiotomy  was  suffering  from  a  reaction  at  the  time,  so 
Cesarean  section  was  selected  as  the  best  operation.  The  prepara- 
tions were  necessarily  imperfect,  as  the  patient  was  in  a  room  far 
from  ideal,  aud  she  positively  refused  to  go  to  a  hospital.  Opera- 
tion about  9  a.m.  She  was  considerably  exhausted  by  this  time, 
so  strychnine  sulphate  (one-sixtieth  grain)  was  given  before  the 
anesthesia,  which  was  produced  by  chloroform. 

The  abdomen  was  prepared  by  being  scrubbed  with  green  soap, 
hydrogen  peroxide,  and  bichloride  of  mercury  (1  to  1000).  Vagina 
syringed  with  bichloride  of  mercury  solution  (1  to  4000).  The 
median  incision  was  made,  the  uterus  lifted  out,  the  cervix  sur- 
rounded by  rubber  tube,  and  the  woman  covered  by  a  rubber  cloth. 
It  was  rapidly  opened  and  a  healthy  child  extracted.  It  was  rap- 
idly closed  by  deep  silkworm-gut  sutures  through  the  muscles  down 
to  the  mucous  membrane.  These  were  placed  half  an  inch  apart 
and  the  peritoneum  was  closed  by  silk. 

The  patient  lost  very  little  blood  and  rallied  well,  but  soon 
developed  fever  with  symptoms  of  septic  infection  and  died  on  the 
third  day.    The  child  was  healthy  and  did  well. 

The  cause  of  death  in  this  case,  in  my  opinion,  is  infection 
resulting  from  examinations  by  an  inexperienced  nurse.  This  was 
not  known  at  the  time  of  operating;  had  it  been,  Poro's  operation 
would  have  been  done,  and  probably  would  have  given  better 
result. 

Case  II. — Mary  S.,  colored,  a  native  of  Maryland,  aged  twenty- 
six  vears ;  menstruated  at  twelve  years  of  age;  married  at  sixteen 
vears  ;  had  five  children  and  five  miscarriages.  Small  stature,  with 
rather  small  pelvis,  but  with  no  marked  deformities.  Previous  labors 
had  beeu  tedious,  all  completed  by  forceps,  but  otherwise  normal. 
In  labor,  October  3,  1896.  Attended  by  Dr.  B.  Dilatation  pro- 
gressed slowly,  uterine  pains  became  feeble,  and  at  1.30  p.m.,  Octo- 
ber 4,  1896,  delivery  was  completed  without  great  difficulty  by 
Tarnier  forceps.  Child  of  moderate  size,  vertex  presentation  first 
position.  After  delivery  the  patient  became  very  weak  ;  pulse  rapid 
and  small,  and  marked  symptoms  of  hemorrhage  coming  on. 

I  first  saw  her  October  4th,  about  10  a.m.  At  this  time  the 
pulse  was  scarcely  perceptible  at  the  wrist  (120  per  minute,  regu- 
lar), heart-sounds  were  fairly  good.  The  abdomen  was  very  much 
distended  and  quite  tender;  vaginal  examination  revealed  an  ex- 
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tensive  tear,  involving  the  vagina  at  the  junction  of  the  uterus  on 
the  left  side,  also  a  small  wound  on  the  right  side.  On  account 
of  the  enormous  quantity  of  blood  that  was  evidently  in  the  peri- 
toneal cavity,  together  with  the  great  probability  of  septic  infection, 
we  decided  that  the  only  chance  to  save  the  patient's  life  was  to  do 
a  laparatomy.  To  this  the  husbaud  readily  consented,  and  it  was 
decided  to  operate  as  soon  as  assistance  could  be  procured  and  the 
instruments  and  dressings  sterilized.  The  room  was  hastily  pre- 
pared, surplus  furniture  being  moved  out,  and  the  floor  covering 
being  taken  away,  and  the  walls  and  woodwork  gone  over  with  a 
solution  of  bichloride  (1  to  500).  The  patient  was  given  strychnine 
and  whiskey,  and  at  12.30  p.m.  the  operation  was  begun.  Her 
pulse  had  somewhat  improved  meantime. 

Operation.  The  abdomen  and  external  genitals  were  thoroughly 
disinfected.  After  cleansing  with  soap  and  water,  peroxide  of  hydro- 
gen, bichloride  of  mercury,  and  ether,  the  abdomen  was  covered 
over  by  a  sterile  sheet  soaked  in  bichloride  solution.  This  was 
split  up  for  the  incision.  The  abdominal  wall  was  now  incised  in 
the  median  line  for  about  five  inches.  When  the  peritoneum  was 
opened  an  immense  quantity  of  blood  gushed  out.  The  lower  seg- 
ment of  the  peritoneal  cavity  was  found  to  be  almost  filled  with 
blood-clots.  The  clots  were  removed  and  the  anterior  part  of  the 
uterus  found  to  be  normal.  Upon  lifting  up  the  organ  and  exam- 
ining Douglas's  cul-de-sac,  a  very  extensive  tear,  beginning  in  the 
lower  left  posterior  segment  of  the  uterus,  extending  between  the 
uterus  and  the  vagina,  across  the  anterior  wall  of  the  rectum,  and 
into  the  left  broad  ligament,  about  six  inches  in  length,  was  found. 
On  the  right  side  a  small  tear  across  the  vault  of  the  vagina  was 
present.  In  view  of  the  very  extensive  injury  to  the  soft  parts, 
with  the  very  great  probability  of  septic  infection,  as  well  as  the 
difficulty  of  closing  the  wounds  with  organ  in  position,  it  was 
decided  that  a  complete  hysterectomy  would  give  the  patient  the 
best  chance. 

First,  the  site  of  the  tear  was  packed  with  sterile  gauze  to  pre- 
vent any  recurrence  of  the  hemorrhage ;  the  uterus  was  then  lifted 
out  of  the  abdominal  cavity,  and  a  rubber  tourniquet  placed  around 
the  lower  segment ;  then  an  anterior  incision  was  made  through 
the  peritoneum  at  the  junction  of  the  cervix  with  the  body  of  the 
uterus,  and  a  similar  one  posteriorly.    This  incision  was  extended 
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so  that  the  tubes  and  ovaries  were  removed  with  (he  uterus.  The 
ovarian  arteries  were  ligated  and  the  broad  ligaments  tied  off  in 
segments  on  each  side.  The  separation  of  the  peritoneum  was 
carried  down  to  the  junction  of  the  uterus  and  vagina.  The 
vagina  was  then  cut  through  at  its  junction  with  the  uterus  by  an 
electro-cautery,  the  uterine  artery  having  been  ligated  meantime. 
The  uterus  was  then  removed  entire.  The  tear  in  the  vagina  on 
the  right  side  was  closed  up  by  continuous  sutures,  extending  only 
into  the  peritoneum  and  subserous  cellular  tissues.  The  needle 
entered  the  peritoneum  about  half  an  inch  from  the  tear,  and 
emerged  from  it  on  the  same  side  about  one-sixth  of  an  inch  from 
the  tear.  On  the  opposite  side  of  the  tear  the  needle  was  entered 
about  one-sixth  of  an  inch  from  the  tear,  and  emerged  about  one- 
half  an  inch  from  the  edge,  so  that  when  the  sutures  were  made 
taut  the  tissues  would  fold  in,  bringing  the  peritoneal  surfaces  in 
apposition.  The  tear  on  the  opposite  side  was  closed  in  a  similar 
manner,  several  segments  of  continuous  suture  being  used,  the 
sutures  extending  only  into  the  peritoneum  and  subserous  cellular 
tissue.  The  peritoneum,  which  had  been  dissected  from  the  uterus, 
was  now  brought  together  and  closed  in  a  similar  manner,  an  iodo- 
form wick  being  first  passed  out  through  the  vagina,  which  had 
been  carefully  disinfected.  Iron-dyed  silk  was  now  used  for  suture 
material.  The  abdominal  wound  was  closed  completely  by  silk- 
worm-gut sutures.  The  hemorrhage  during  the  operation  was  very 
slight.  The  abdominal  wound  and  sutures  were  covered  with  iodo- 
form collodion.  Over  this  a  layer  of  cotton  soaked  in  bichloride 
was  placed,  the  whole  kept  in  place  by  a  cheesecloth  bandage. 
The  patient  had  little  nausea,  but  complained  very  much  of  being 
deprived  of  food  the  first  twenty-four  hours.  She  continued  to 
improve  rapidly  ;  appetite  and  digestion  good,  having  no  elevation 
of  temperature  until  the  fifth  day,  when  the  temperature  rose  to 
102°  F.,  and  a  moderate  elevation  continued  for  about  a  week. 
On  the  seventh  day  some  pus  was  discharged  from  the  vagina, 
and  a  day  or  two  afterward  it  began  to  discharge  from  one  of  the 
stitch-holes  in  the  lower  part  of  the  abdominal  wound.  This 
discharge  of  pus  was  excessive,  and  afier  continuing  at  intervals 
for  a  short  time,  has  now  entirely  stopped.  The  patient's  condi- 
tion has  been  remarkably  good,  and  she  has  been  able  to  engage  in 
her  household  duties.    Parts  of  the  sutures  have  been  discharged 
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from  time  to  time  through  the  vagina  and  through  the  abdominal 
sinus.  These  are  very  nearly  closed  at  the  present  time.  I  think 
that  in  the  near  future  she  will  be  entirely  restored  to  health. 

Complete  rupture  of  the  uterus  is  one  of  the  most  serious  con- 
ditions which  the  obstetrician  has  to  meet.  The  mortality  is 
probably  80  per  cent.  The  accident  may  occur  at  any  time  from 
the  third  month  of  gestation  until  the  termination  of  pregnancy. 

The  causes  of  rupture  of  the  uterus  may  be  divided  as  follows  : 

1.  Obstructiou  due  to  deformed  pelvis,  tumors,  cicatricial  con- 
tractions in  the  lower  part  of  the  uterus  or  anywhere  along  the 
lower  segment  of  the  parturient  canal. 

2.  Diseased  conditions  producing  a  weakening  of  the  uterine 
walls:  among  these  are  fibroid  tumors,  cicatricial  tissue  after  pre- 
vious injuries  to  the  uterus,  caused  by  Cesarean  section  and  other 
operative  procedures,  or  accidents  during  previous  labors,  fatty  and 
other  forms  of  degeneration,  prolonged  labor  producing  stretching 
of  the  lower  segment  of  the  uterus,  and  changes  produced  by  pres- 
sure against  the  bones  of  the  pelvis. 

3.  Abnormalities  in  the  position  and  condition  of  the  child,  such 
as  excessively  large  size,  intra-uterine  hydrocephalus.  (Simpson 
reports  eleven  ruptures  in  nineteen  cases  of  this  kind.)  Any  other 
faulty  condition  that  produces  prolonged  labor  may  result  in  this 
accident. 

4.  Various  operative  procedures.  The  most  common  is  turning, 
especially  when  the  uterus  is  diseased  and  very  thin,  or  when  the 
child  has  been  impacted  in  the  lower  segment  of  the  uterus  for  a 
long  time  ;  the  high  forceps  operation,  craniotomy,  and  so  on. 

5.  Administration  of  oxytocic  remedies,  such  as  ergot.  This 
latter  probably  helps  to  account  for  the  greater  frequency  of  this 
accident  among  the  lower  classes.  These  patients  are  often  given 
large  doses  of  ergot  by  ignorant  midwives. 

Among  the  prominent  symptoms  are  sudden  cessation  of  pain, 
with  the  receding  of  the  presenting  part,  usually  beginning  with  a 
sharp,  agonizing  pain  and  a  sense  of  something  giving  away,  and 
followed  rapidly  by  symptoms  of  shock  and  hemorrhage. 

Treatment.  When  the  symptoms  of  rupture  occur,  delivery 
should  be  completed  as  rapidly  as  possible  by  the  use  of  whatever 
means  will  best  bring  about  this  result. 

The  child  nearly  always  dies  in  a  few  minutes,  so  that  only  the 
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mother  should  be  considered.  If  the  child  has  escaped  into  the 
abdominal  cavity,  immediate  laparatoruy  is  indicated.  After  the 
child  has  been  delivered,  two  methods  of  procedure  are  advised  by 
different  authorities.  The  one  is  the  closing  of  the  tear  by  packing 
with  iodoform  gauze  and  drainage  from  the  site  of  rupture  by  iodo- 
form wicking ;  the  other,  which  in  complete  rupture  is  found  some- 
what more  popular,  is  to  do  a  laparatomy,  cleansing  the  peritoneal 
cavity.  In  suitable  cases  close  the  tears  by  the  Sanger  method. 
If  the  tears  are  very  extensive  and  there  is  strong  probability  of 
infection  of  the  uterus,  Porro's  operation,  or  complete  hysterectomy, 
undoubtedly  is  the  best  method.  The  preventive  treatment  con- 
sists in  the  early  relief  of  difficult  labor  by  suitable  operative  inter- 
ference, instituted  before  the  uterus  has  become  excessively  thin, 
and  damaged  by  long  pressure  between  the  presenting  part  and  the 
bones  of  the  pelvis.  In  Guy's  Hospital,  when  assistance  was  given 
very  sparingly,  forceps  cases  being  one  in  two  hundred  labors,  there 
were  seven  cases  of  rupture  of  the  uterus  in  23,591  labors,  or  one 
in  3371.  In  the  following  ten  years,  forceps  cases  being  nine  iu 
ninety-three  labors,  ruptures  of  the  uterus  were  only  one  iu  5098 
labors. 

The  case  which  I  have  reported  probably  occurred  from  an 
abnormal  condition  of  the  organ,  which  is  liable  to  occur  in  women 
who  have  borne  a  large  number  of  children  in  rapid  succession. 
Iu  all  her  labors  interference  was  necessary  on  account  of  the  nar- 
row pelvis.  In  previous  times  this  was  done  successfully.  In  the 
last  labor  the  uterus  was  too  weak  to  stand  the  necessary  manipu- 
lation, and  gave  way  under  the  strain.  Very  possibly  without 
such  assistance  rupture  would  have  occurred  in  some  previous  labor. 
This  case  was  treated  under  verv  unfavorable  circumstances,  the 
surroundings  being  decidedly  unhygienic,  the  uterus  very  probably 
having  been  infected  before  the  operation  was  done.  Under  these 
circumstances  I  am  persuaded  that  the  operation  selected  was  the 
very  best  for  the  patient ;  that  any  other  procedure  would  very 
probably  have  resulted  in  her  death.  I  believe  in  the  near  future 
laparatomy,  with  or  without  hysterectomy,  will  be  considered  the 
best  procedure  in  all  cases  of  complete  rupture  of  the  uterus. 
Without  doubt  the  professional  trend  at  this  time  is  decidedly  in 
this  direction. 
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DISCUSSION. 

Dr.  Rufus  B.  Hall,  of  Cincinnati. — Mr.  President :  I  want  to  say 
a  few  words  in  reference  to  Cesarean  section  and  the  Porro  operation. 
I  have  listened  to  Dr.  Branham's  paper  with  a  great  deal  of  interest, 
but  I  differ  from  the  essayist  in  reference  to  his  deductions,  particu- 
larly in  the  first  case.  We  should  make  a  wide  distinction  between 
the  cases  that  are  selected  for  Cesarean  section  and  those  suitable  for  a 
Porro  operation.  The  former  operation  should  only  by  made  in  well- 
selected  cases,  in  which  the  operator  should  have  consent  to  do  the 
operation,  and  operate  before  rupture  of  the  membranes  has  taken 
place,  for  the  reason  of  the  great  danger  of  infection  after  the  opera- 
tion. I  am  strongly  inclined  to  believe  that  in  the  first  case  the  author 
should  have  done  a  Porro  or  total  extirpation,  and  not  a  Cesarean  sec- 
tion. The  woman  died  of  sepsis,  and  the  sepsis  was  due  not  to  any 
fault  in  the  technique  of  the  operation,  but  to  a  faulty  selection  of 
which  operation  should  have  been  performed.  The  report  of  the  next 
case  emphasizes  this  as  forcibly  as  anything  I  could  say.  Here  was 
a  more  desperate  case,  one  with  less  chances  for  recovery,  and  he  re- 
moved the  uterus,  made  ample  provision  for  drainage,  and  the  patient 
recovered. 

Dr.  Frederick  Blume,  of  Allegheny. — While  preparing  a  paper 
on  the  Porro  operation  last  spring  I  had  occasion  to  consult  the  liter- 
ature of  the  subject.  I  found  that  the  conservative  Cesarean  section 
done  upon  women  who  had  been  in  labor  many  hours,  after  repeated 
attempts  at  forceps  delivery  or  version  had  been  made,  women  septic 
and  exhausted,  has  almost  always  resulted  in  failure.  While  a  few 
of  the  children  were  saved,  the  mothers  were  lost.  The  Porro  opera- 
tion performed  under  these  circumstances  has  at  least  saved  some  of 
the  patients.  I  therefore  agree  with  the  essayist  that  a  Porro  opera- 
tion would  have  been  preferable  in  his  case,  as  it  might  probably  have 
saved  his  patient. 

Even  the  opponents  of  the  Porro  operation  admit  that  the  conserva- 
tive Cesarean  section  is  contra-indicated,  and  that  the  Porro  should  be 
done  (1)  in  cases  which  have  been  in  labor  for  days  and  which  are 
probably  septic,  (2)  in  cases  complicated  with  uterine  tumors,  and  (3) 
in  cases  complicated  with  a  disease  of  the  bones — osteomalacia — in 
which  the  removal  of  the  uterus  and  its  appendages  has  a  curative 
effect. 

There  has  been  until  recently  a  strong  opposition  against  the  Porro 
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operation,  because  it  is  a  mutilating  operation,  and  has,  according  to 
statistics,  a  higher  mortality  than  the  conservative  section.  This 
opposition,  however,  has  been  losing  ground  within  the  past  few  years. 
The  reason  for  the  high  mortality  is  better  understood.  It  is  acknowl- 
edged that  the  statistics  give  a  wrong  view  of  the  value  of  this  opera- 
tion. Those  who  are  guided  by  these  figures  alone  are  misled.  A 
study  of  the  cases  shows  that  many  women  delivered  by  the  Porro 
operation  were  previously  infected  and  in  a  hopeless  condition.  Quite 
a  number  of  cases  were  complicated  with  fibroid  tumors  or  malignant 
growths.  In  short,  this  operation  has  often  been  performed  under 
circumstances  when  any  other  procedure  was  out  of  the  question,  as  it 
would  almost  surely  have  resulted  in  death. 

Recent  statistics,  published  at  Paris  and  extending  over  a  period  of 
four  or  five  years  up  to  1896,  show  that  both  operations  have  given 
more  satisfactory  results.  They  give  a  mortality  of  1G  per  cent  for 
the  conservative  Cesarean  section  and  of  but  10  per  cent,  for  the  Porro 
operation. 

Dr.  Charles  N.  Palmer,  of  Lockport,  N.  Y.  (by  invitation). — 
Some  years  ago  I  had  an  experience  with  a  case  of  rupture  of  the 
uterus  which  was  quite  interesting.  It  was  before  the  days  of  antisep- 
tics, and,  inasmuch  as  I  have  saved  100  per  cent,  of  my  cases  of  rup- 
ture of  the  uterus  (that  being  the  only  one),  I  think  it  is  worth  while 
to  report  it.  This  patient  recovered,  possibly  in  spite  of  me,  certainly 
in  spite  of  the  rupture.  I  was  called  to  see  a  woman  who  had  been  in 
labor  for  thirty-six  hours ;  she  had  been  under  the  care  of  a  midwife, 
and  on  arriving  at  the  house  I  found  the  right  arm  and  shoulder  pre- 
senting. The  traction  which  had  been  made  had  so  forced  the  body 
of  the  fetus  into  the  pelvic  cavity  that  is  was  with  the  utmost  difficulty 
that  it  could  be  pushed  up  in  order  to  perform  version.  I  was  taken 
into  the  country,  not  knowing  that  the  case  was  going  to  be  other 
than  a  normal  one.  I  was  informed  by  the  husband,  who  came  after 
me,  that  his  wife  was  in  labor,  that  "  everything  was  all  right,"  and  I 
went  entirely  unprepared  for  any  such  emergency.  When  I  had 
found  what  the  trouble  was,  I  said  to  him:  "  You  must  make  your 
horse  go  as  fast  as  you  can,  and  get  medical  assistance  quickly."  The 
pains  were  tremendous.  They  were  exceedingly  severe,  so  much  so  that 
I  anticipated  rupture  of  the  uterus.  I  had  no  chloroform,  or  any  one 
to  administer  it.  I  finally  succeeded,  after  a  good  deal  of  effort,  in 
pressing  up  the  impacted  fetus,  so  that  I  could  introduce  my  hand 
into  the  uterine  cavity,  which  I  succeeded  in  doing.  When  I  reached 
the  vicinity  of  the  fundus  I  found  my  hand  was  in  the  abdominal 
cavity.   I  felt  the  uterine  walls,  which  were  muscular  in  character ;  at 
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first  I  thought  I  was  passing  my  hand  outside  of  the  placenta,  but  it 
was  a  mistaken  sensation.  I  could  feel  the  intestines  also.  I  delivered 
a  child  twelve  or  thirteen  pounds  in  weight  which  had  been  dead  for 
some  time,  death  being  due  undoubtedly  to  the  manipulations  made 
by  the  so-called  midwife.  Immediately  after  the  delivery  of  the 
child  and  placenta  there  was  every  symptom  of  a  severe  type  of  stran- 
gulated hernia.  In  re-introducing  my  hand  into  the  cavity  of  the 
uterus  I  found  a  mass  of  intestines  as  large  as  my  two  fists  protruding 
into  the  uterus.  By  careful  manipulation  I  succeeded  in  reducing 
them,  holding  the  back  of  my  hand  against  the  uterine  tear  and,  with 
external  manipulation,  getting  up  uterine  contraction,  I  prevented 
the  return  of  the  intestines.  In  the  mean  time,  I  gave  a  large  dose  of 
ergot,  and  the  uterine  contractions  still  continued.  About  the  time 
that  the  other  doctor  arrived  there  was  again  relaxation  of  the  uterine 
walls,  with  a  repetition  of  the  symptoms  of  strangulated  hernia.  I 
said  to  the  doctor,  "  Introduce  your  hand,  and  tell  me  what  you  find." 
He  said,  "My  God  !  it's  the  guts."  I  said,  "  You  are  right ;  put  them 
back,  and  hold  them  back  until  the  operation  is  closed  by  uterine  con- 
traction." This  he  did,  and  the  contraction  becoming  permanent  no 
further  displacement  of  the  abdominal  viscera  occurred.  Following, 
there  was  considerable  peritonitis,  for  which  she  was  treated  by  opiates 
in  large  doses,  which  was  the  usual  practice  at  that  time,  and  recovered, 
and  has  since  had  children  without  any  trouble.  (Here  Dr.  Palmer 
demonstrated  the  nature  of  the  uterine  tear  on  the  blackboard.)  It 
was  in  three  directions  from  a  given  point,  thus  producing  a  large 
opening,  without  dividing  any  set  of  muscular  fibres  running  in  one 
direction  to  a  sufficient  extent  to  interfere  with  complete  closure  of 
the  wound  by  general  contraction  of  the  organ.  This  accidental  open- 
ing may  possibly  suggest  the  propriety  of  making  a  similar  artificial 
incision  when  section  is  required,  as  securing  better  coaptation,  and 
preventing,  or  nearly  so,  any  tension  on  the  sutures  of  approxima- 
tion.   Will  some  one  try  it  and  report? 

Dr.  Branham  (closing  the  discussion). — I  have  only  a  few  words 
to  say  in  reply  to  the  remarks  that  have  been  made.  Dr.  Hall's  criti- 
cism was  that  in  my  first  case  a  Porro  operation  would  have  been  pref- 
erable to  Cesarean  section.  Probably  that  is  true.  It  is  well  to  state 
here,  however,  that  this  patient  did  not  have  any  forceps  interference, 
but  she  was  examined  by  a  woman  who  was  not  a  trained  midwife, 
and  sepsis  may  have  occurred  from  this  source.  Outside  of  that  the 
case  was  apparently  favorable  for  Cesarean  section.  I  will  say,  how- 
ever, that  if  I  should  have  such  a  case  in  the  future,  I  would  do  a 
Porro  rather  than  a  Cesarean  section,  risking  the  chance  of  infection. 
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I  think  the  doctor's  criticism  is  justifiable,  and  I  made  up  my  mind 
on  that  point  before. 

Dr.  Blume  speaks  along  the  same  line.  I  am  not  thoroughly  fa- 
miliar with  the  statistics  of  the  Porro  operation,  but  I  am  sure  he  puts 
the  mortality  too  low. 

Dr.  Palmer  says  that  in  his  case  he  waited  for  contractions ;  he  did 
not  drain  or  wash  out  the  uterine  cavity.  His  patient  got  well.  This 
was  conservative  surgery.  A  good  many  careful  observers  and  great 
authorities  recommend  drainage,  and  there  are  some  statistics  favor- 
able to  this  method.  There  is  no  question  but  that  surgeons  have 
known  of  patients  who  have  died  from  rupture  of  the  uterus  by  the 
conservative  method,  or  by  drainage,  which  is  a  conservative  method. 
There  is  no  reason  why  physicians  should  not  report  these  cases.  If 
they  have  any  successful  cases  to  report,  they  are  reported ;  but  the 
unsuccessful  ones  are  not  always  placed  on  record.  When  an  opera- 
tion is  performed  and  the  case  terminates  successfully,  it  is  reported 
most  generally.  If  a  man  has  a  case  of  conservative  surgery  and  it 
gets  well,  he  reports  it ;  consequently,  I  have  no  doubt  but  that  a 
large  proportion  of  the  cases  of  rupture  of  the  uterus  which  occur  are 
not  treated  at  all  surgically ;  they  are  treated  by  simply  waiting, 
nearly  all  die  and  are  never  reported,  and  that  is  why  there  are  favor- 
able results  from  this  method. 
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By  LEWIS  S.  McMURTRY,  M.D., 

LOUISVILLE. 

Ovarian  Cyst  and  Cystic  Ovary  upon  the  Opposite  Side. 

The  first  specimen  I  present  is  from  a  case  of  small  ovarian  cyst, 
with  cystic  ovary  upon  the  opposite  side.  You  will  notice  the 
vermiform  appendix.  The  case  is  interesting  on  account  of  the 
relations  of  the  appendiculo-ovarian  ligament  and  of  the  blood 
supply  of  the  appendix  in  women,  making  it  more  vascular  than 
in  man.  It  is  interesting,  furthermore,  as  showing  how  the  appen- 
dix can  complicate  cases  of  inflammatory  disease  of  the  right  ovary 
and  Fallopian  tube. 

Fibroma  of  the  Uterus  Complicated  by  Pregnancy. 

The  next  specimen  is  one  of  fibroma  of  the  uterus  complicated 
by  pregnancy.  You  will  see  from  the  photograph  (Fig.  1)  the 
condition  of  the  tumor  when  it  was  removed  from  the  pelvis.  In 
Fig.  2  the  uterine  cavity  has  been  opened,  and  you  see  the  fetus. 
There  is  nothing  of  special  interest  in  the  clinical  history  of  the 
case.  The  diagnosis  was  readily  made.  The  tumor  occupied  the 
entire  pelvis,  with  the  impregnated  uterus  above  so  that  it  was 
impossible  for  the  woman  to  have  gone  on  to  full  term  and  labor. 

Tumors  of  the  Right  and  Left  Ovaries. 

Here  is  a  specimen  of  exceptional  interest  (Fig.  3),  showing 
tumors  of  both  the  right  and  left  ovaries.  I  show  you  photographs 
of  the  anterior  and  posterior  aspect  of  these  tumors.  The  woman 
had  lost  about  forty  pounds  in  six  months  before  the  operation.  The 
pelvic  symptoms  were  not  very  aggressive,  although  the  mass  could 
be  made  out  by  vaginal  examination,  when  the  tumors  were  enu- 
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cleated.  Hemorrhage  was  excessive,  and,  as  there  was  a  tendency 
on  the  part  of  the  tumors  to  bleed,  it  created  a  suspicion  of  their  being 
sarcomatous  in  character.  Sarcoma  of  the  ovary  is  more  common 
than  fibroma  of  the  ovary.  I  sent  sections  of  the  tumor  to  one  of 
our  leading  pathologists,  and  he  said  they  were  fibromata,  and  that 
he  was  unable  to  discover  any  evidence  of  sarcoma.  Two  months 
after  the  woman  left  the  hospital,  having  recovered  from  the  opera- 
tion, she  had  an  accession  of  symptoms  about  the  pelvis,  with  effu- 
sion of  serum  into  the  peritoneum,  and  died  with  active  general 
peritonitis  and  emaciation,  and  I  am  satisfied,  from  the  clinical 
history,  that  the  tumors  were  malignant.  This  case  illustrates  how 
often  there  will  be  a  difference  in  diagnosis  between  surgeon  and 
pathologist,  the  latter  being  deprived  of  the  knowledge  furnished 
by  the  clinical  course. 

Sarcoma  of  the  Abdominal  Wall. 

Here  is  a  specimen  of  a  large  sarcoma  of  the  abdominal  wall, 
occurring  in  a  woman  fifty-five  years  of  age.  The  operation 
was  a  very  difficult  one,  and  the  dissection  was  extended  down  to 
the  peritoneum;  the  place  from  which  the  tumor  was  removed 
could  not  be  closed  over ;  it  had  to  heal  by  granulation.  The 
woman  recovered,  and  continues  well  four  mouths  after  operation. 

Extra-uterine  Pregnancy. 

Here  is  a  beautiful  specimen  of  extra-uterine  pregnancy.  I 
operated  in  this  case  the  day  before  leaving  home.  The  history 
of  the  case  is  interesting,  in  that  the  woman  had  never  before  con- 
ceived, and  she  has  a  history  of  peritonitis  and  salpingitis  begin- 
ning soon  after  marriage.  Such  a  history  very  commonly  attaches 
to  these  cases. 


Fig.  2 . 


Specimen  I.  Appendix. 


Fetus  of  10  weeks. 
Placenta. 


Sac,  with  portion  of 
broad  ligament. 
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By  WALTER  B.  CHASE,  M.D., 

BROOKLYN. 

History  of  Specimen  I.  Appendix. 

Mrs.  B.,  American,  aged  sixty-nine,  was  seen  by  me  April  1, 
1897,  in  the  early  morning,  complaining  of  general  abdominal  pain, 
simnlatincr  intestinal  colic.  A  small  dose  of  codeine  was  adminis- 
tered,  hot  applications  applied  to  the  abdomen,  and  rest  enjoined. 
Temperature  slightly  above  normal.  At  4  p.m.  her  temperature 
was  100j°;  pain  not  relieved,  with  an  added  symptom  of  some 
localized  area  of  tenderness  in  right  iliac  fossa.  At  10  p.m.  her 
temperature  had  fallen  to  99J°,  and  she  was  more  comfortable. 
Outline  of  tenderness  on  right  side  more  distinct,  and  diagnosis  of 
appendicitis  made  and  confirmed  by  Dr.  Winter.  The  following 
morning:  she  was  removed  to  the  Putnam  Avenue  Private  Hos- 
pital.  Operation  thirty  hours  after  attack.  Lateral  incision.  I 
found  the  appendix  as  large  and  long  as  my  middle  finger,  deeply 
livid — almost  black — and  without  adhesions.  On  removal  it  was 
just  becoming  gangrenous,  and  had  the  operation  been  deferred  six 
hours  longer  it  would  doubtless  have  ruptured.  This  is  one  more 
demonstration  of  the  need  of  early  operation. 

Patient,  notwithstanding  her  advanced  age,  left  the  hospital  in 
four  weeks,  cured.  The  constriction  appearing  in  photograph,  near 
proximal  extremity,  is  due  to  ligature  placed,  by  which  it  was  sus- 
pended in  the  jar.  It  has  been  preserved  in  a  2  per  cent,  watery 
solution  of  formalin.  Unlike  alcohol,  it  does  not  shrivel  the  speci- 
men. The  diminished  size  of  the  appendix  is  due  to  escape  of 
retained  blood  after  removal.  Formalin  solution  is  recommended 
as  one  of  the  best  preservatives  of  pathological  specimens. 

History  of  Specimen  II.    Tubal  Pregnancy. 

Rupture  into  peritoneal  cavity  at  eleventh  week.  Mrs.  C,  of 
Franco-German  extraction,  twenty-eight  years  of  age ;  married 
four  years,  and  previously  sterile.  Operated  on  by  me  January 
2,  1897,  at  Bushwick  Hospital,  twenty-four  hours  after  rupture ; 
abdominal  cavity  distended  with  blood.  Right  tube  closely  adher- 
ent to  broad  ligament.    Crescent  portiou  of  tube  and  broad  liga- 
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ment,  one  aud  one-half  inches  long,  cut  away  and  peritoneal  surfaces 
approximated  by  catgut,  and  abdomen  closed. 

Specimeu  shows  fetus-sac  and  placenta.  Patient  greatly  exsan- 
guinated. Failed  to  respond  to  heart-tonics  and  stimulant,  but 
rallied  when  apparently  in  articulo  mortis.  Transfusion  of  twenty- 
four  ounces  of  normal  salt  solution  into  median  basilic  vein,  and 
made  prompt  recovery. 


By  M.  ROSENWASSER,  M.D., 

CLEVELAND. 

Conservation  of  the  Ovaries. 

These  ovaries  show  the  scars  of  the  conservative  operation  per- 
formed three  months  previous  to  their  removal.  One  is  cystic, 
the  other  atrophic.  The  patient,  an  accomplished  young  lady  of 
twenty-six  years,  had  been  suffering  much  pain  with  each  irregu- 
larly recurring  period  for  two  years.  She  had  prolonged  spells  of 
headache  and  vomiting.  She  had  been  treated  by  long  rest  in  bed 
and  massage,  with  gratifying  success  for  a  time,  only  to  relapse  into 
a  state  of  misery  bordering  on  despair.  At  the  first  operation  the 
method  of  splitting  both  ovaries,  as  described  by  Dr.  Mann,  was 
followed.  The  follicles  and  cysts  were  punctured  and  scraped,  the 
surfaces  lightly  touched  with  carbolic  acid,  and  the  incisions  closed 
with  catgut.  Within  three  months  I  was  obliged  to  remove  the 
organs  on  account  of  relapse  of  the  symptoms.  My  experience 
with  conservative  measures  has  been  varied:  some  cases  quite  suc- 
cessful, others  disappointing  failures. 


By  WALTER  BLACKBURN  DORSETT,  M.D., 

ST.  LOUIS. 

Tubal  Pregnancy;  Operation  ;  Recovery. 

On  April  24,  1897,  I  was  called  in  consultation  by  Dr.  Frank 
Johnson,  of  St.  Louis,  to  see  Mrs.  G.  H.  O,  aged  thirty-five  years, 
mother  of  two  children,  the  youngest  seven  years  of  age ;  no  mis- 
carriages. She  gave  the  history  of  former  tubal  trouble  on  the 
right  side,  and  of  sterility  since  the  birth  of  last  child.    A  few 


Unruptured  Tubal  Pregnancy. 

Chorionic 
villi. 


Depression  in  blood-clot  Fetus, 
caused  by  fetus. 
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days  previous  to  my  visit  she  was  taken  with  sudden  and  severe 
pain  on  the  right  side,  which,  after  the  administration  of  morphia, 
was  finally  subdued.  After  this  quite  an  amount  of  blood  was 
lost  per  vaginam.  Upon  examination  a  circumscribed  tumor  was 
found  midway  between  the  right  uterine  horn  and  ovary,  also  a 
brownish  stringy  (deciduous)  discharge.  The  diagnosis  was  made 
previous  to  the  operation,  and  was  based  upon  the  remote  as  well 
as  the  present  iiistory  and  physical  signs  that  were  present  at  the 
time  of  the  first  visit. 


By  A.  VANDEE  VEEE,  M.D., 

ALBANY. 

Peesentation  of  Two  Pathological  Specimens. 

Case  I.  Hematuria  ;  large  tubercular  kidney,  right  side  ;  right 
lumbar  incision,  transverse,  twelve  and  one-half  inches  ;  'peritoneum 
not  injured  ;  recovery. — Mr.  H.  F.,  aged  fifty-two  years,  married; 
native  of  Germany;  cigarmaker ;  accustomed  to  drink  freely  of 
beer ;  weight  200  pounds.  Never  had  any  severe  illness  or  acci- 
dent. Says  he  has  had  rheumatism  for  several  years.  Not  con- 
fined to  bed.  States  he  had  a  chancre,  or  sore,  on  penis  six  years 
ago,  after  exposure,  but  gives  no  clear  history  of  constitutional 
syphilis,  nor  does  he  show  any  symptoms  or  evidence  at  present. 
Father  died  of  paralytic  stroke,  aged  sixty-eight  years ;  mother  of 
gangrene  of  toes,  aged  seventy-two  years.  No  history  known  of 
brothers  or  sisters.  Has  lost  one  son,  a  cripple,  from  paralytic 
stroke,  aged  twenty-nine  years,  and  one  son  of  pleurisy.  For  the 
past  few  years,  if  very  warm  and  he  stopped  work  for  a  few 
moments,  would  have  sharp,  severe  pains  in  right  side.  During 
the  fall  of  1895  and  January,  1896,  he  was  troubled  greatly  with 
coldness  of  his  feet  and  legs.  February,  1896,  while  passing  urine 
at  night,  he  noticed  blood  in  the  stream,  and  that  quite  a  sediment 
collected  in  the  bottom  of  the  vessel.  Very  little  pain  in  mictu- 
rating. Continued  to  pass  blood  for  three  or  four  nights,  but  not 
during  the  day.  It  then  disappeared,  and  he  continued  well  until 
July,  when  he  passed  large  quantities  of  blood  during  the  day  for 
nearly  five  days.  He  admits  that  previous  to  this  second  attack 
he  had  been  drinking  an  unusual  amount  of  beer.    Later  on,  in 
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August,  after  entertaining  many  friends  and  becoming  very  ner- 
vous, he  suddenly  passed  much  blood  with  his  urine,  and  after 
this  the  attacks  came  on  about  every  tenth  day.  September  12th 
he  became  very  much  heated ;  had  drunk  large  quantities  of  hot 
tea ;  noticed  some  pain  in  right  side,  and  now  for  the  first  time  for 
several  hours  was  unable  to  void  any  urine,  then  suddenly  passed 
a  large  quantity  of  blood  and  urine  voluntarily.  This  attack  lasted 
for  nearly  three  weeks,  during  which  time  he  passed  more  or  less 
blood  with  each  voiding  of  urine,  then  for  a  few  days  the  urine 
became  clear,  but  in  the  beginning  of  October  he  began  to  pass 
urine  every  hour  with  more  or  less  blood  and  some  pain.  Decem- 
ber 31st  he  passed  a  number  of  calculi  the  size  of  peas,  with  no 
marked  paroxysms  of  renal  colic.  Up  to  this  time  he  does  not 
seem  to  have  given  himself  any  continuous  medical  treatment.  He 
now  consulted  Dr.  Gordinier,  of  Troy,  who  told  him  his  right  kid- 
ney wras  "  three  times  its  natural  size,"  and  that  he  also  suffered 
from  blood-clot  deposits  in  the  bladder.  He  prescribed  for  him, 
advised  him  to  consult  some  good  physician  in  his  own  city  and 
follow  his  advice  carefully.  February  26,  1897,  he  was  referred 
to  me  by  Dr.  Cole,  of  Watervliet,  and  admitted  into  the  Albany 
Hospital.  On  physical  examination  I  could  detect  a  tumor  occu- 
pying the  right  lumbar  region,  extending  forward  under  right  lobe 
of  liver  and  forward  of  umbilicus,  somewhat  sensitive  to  the  touch 
and  elastic.  Patient  was  very  weak,  anemic,  and  somewhat  ema- 
ciated ;  pulse  ranging  from  80  to  100 ;  temperature  subnormal 
much  of  the  time.  Was  ordered  to  bed,  put  upon  a  good  diet, 
given  milk  freely,  no  stimulants ;  bowels  moved  every  day,  and 
tincture  chloride  of  iron  given  internally,  with  digitalis  and  phos- 
phoric acid.  Within  six  weeks,  about  three  weeks  apart,  he  had 
two,  not  very  severe  hemorrhages,  when  the  tumor  nearly  disap- 
peared. The  blood,  in  the  mean  time,  would  entirely  disappear 
from  the  urine,  and  under  free  use  of  infusion  of  triticum  repens 
all  bladder  symptoms  were  relieved.  Chemical  and  microscopical 
examination  gave  every  evidence  of  left  kidney  being  in  a  healthy 
condition.  Laboratory  examination  of  blood  and  deposit  from 
bladder,  in  its  worst  condition,  gave  no  assistance  as  to  correct 
pathological  condition.  Aside  from  right  kidney,  ail  other  organs 
of  body  appeared  normal.  Provisional  diagnosis  made  of  cystic 
sarcoma,  right  kidney,  and  patient  advised  to  have  an  operation  as 
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early  as  possible.  To  this  he  was  unwilling  to  consent,  saying  he 
felt  so  much  better  he  was  sure  he  would  get  well  without  it. 
However,  slight  attacks  of  bleeding  coutinued,  and  though  at  times 
the  tumor  was  much  smaller,  yet  at  last  he  was  convinced  it  did 
not  entirely  disappear,  and,  feeling  much  strouger,  he  consented  to 
the  operation. 

May  26th,  the  patient  having  been  carefully  prepared  by  ward 
nurse,  A.  C.  E.  mixture  was  given  for  one-half  hour,  then  ether 
for  remaining  portion  of  time.  Operation  lasted  one  hour  and 
a  quarter.  Realizing  I  had  a  large  tumor  to  deal  with,  I  made 
a  vertical  incision  from  within  three  inches  of  right  side  of  umbil- 
icus backward,  toward  and  within  one  and  one-half  inches  of  the 
spine,  midway  between  the  spine  of  the  ilium  and  last  rib.  This 
incision  I  had  to  enlarge  some  toward  the  median  line,  making  it 
a  little  over  twelve  inches  long.  The  muscles  were  incised  trans- 
versely and  tumor  well  exposed.  Hemorrhage  of  bleeding  vessels 
was  promptly  controlled  by  hemostatic  forceps,  and  though  connec- 
tive-tissue capsules  were  not  so  easily  denned,  yet  the  tumor,  after 
some  effort,  was  brought  well  into  view,  renal  vessels  distinctly 
outlined,  grasped  with  large  curved  forceps,  and  ligated  with  silk. 
It  was  now  observed  tiiat  the  ureter  at  the  point  of  ligation  was 
healthy,  and,  therefore,  no  attempt  was  made  to  follow  it  down 
toward  the  bladder.  At  one  time,  in  enucleating,  my  finger  punc- 
tured the  mass,  and  the  venous  hemorrhage  was  quite  alarming, 
but  was  controlled  by  long  hemostatic  forceps.  All  vessels  were 
controlled  by  catgut  ligatures,  gauze  iodoform  drainage  introduced, 
and  fascia  and  muscles  brought  together  by  Dr.  Macdonald  with 
buried  catgut.  Superficial  wound  brought  together  by  catgut  and 
a  few  deep  silkworm-gut  sutures.  Wound  dressed  in  usual  man- 
ner. Patient  recovered  quickly  from  the  anesthetic,  was  in  much 
pain,  and  required  two  hypodermics  of  morphine,  one-third  and 
one-fourth  grain,  the  first  twenty-four  hours.  Drainage  of  sero- 
bloody  fluid  was  quite  severe,  and  at  the  end  of  forty  hours  I 
removed  the  gauze  packing  and  introduced  a  large  rubber  drainage 
tube.  The  drainage  soon  became  very  much  less,  though  I  was 
unable  to  remove  the  tube  under  six  weeks.  There  was  some  slight 
suppuration  of  the  abdominal  wound,  and  patient's  convalescence 
was  somewhat  retarded  in  consequence.  Aside  from  the  latter  com- 
plication, there  were  no  unfavorable  symptoms,  and  patient  con- 
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tinned  to  complete  recovery.  It  was  interesting  to  note  the  action 
of  the  left  kidney,  ranging  from  eighteen  to  sixty  ounces  of  urine 
in  twenty-four  hours,  and  always  normal. 

Report  of  specimen  examined  by  Dr.  Blumer,  of  the  Bender 
Laboratory :  Tubercular  kidney.  Specimen  presented  with  pho- 
tographs. Patient  has  gained  nearly  fifteen  pounds  in  weight, 
looks  well,  and  said  he  was  in  full  strength,  August  1,  1897. 

Case  II.  Strangulated  right  inguinal  hernia,  several  days'  dura- 
tion ;  resection  of  about  eight  inches  of  lower  end  of  ileum  ;  anasto- 
mosis with  Murphy  button;  latter  passed  seventeenth  day;  recovery. — 
Mrs.  P.  C.  H.,  aged  thirty-nine  years,  mother  of  one  child ; 
family  history  excellent;  patient  always  well;  had  scarlatina  at 
twenty;  good  recovery. 

Seven  years  ago  she  had  severe  abdominal  pains,  followed  by 
syncope.  Two  years  ago  in  January  her  daughter  had  typhoid 
fever,  and  patient  had  a  great  deal  of  running  up  and  down  stairs 
to  do,  being  on  her  feet  a  great  deal.  She  then  noticed  for  the  first 
time  a  small  bunch  in  the  right  iliac  region,  near  groin,  and 
began  to  have  severe  pains  in  her  abdomen.  These  pains  began  to 
come  more  frequently  and  very  suddenly.  She  used  hot-water 
bags,  brandy  and  hot  water,  peppermint  and  mustard  plasters,  and 
the  pain  would  gradually  disappear.  Since  then,  at  times,  she  has 
had  spells  of  colicky  pains,  which  would  shoot  up  to  her  shoulders, 
etc.  Sometimes  she  would  have  weak  spells,  having  to  stop  work 
and  sit  down  to  rest.  A  year  and  a  half  ago  she  had  a  severe  case 
of  jaundice.  Since  then  the  pains  had  been  more  frequent  and 
more  severe.  They  usually  lasted  twenty -four  hours.  In  May, 
1897,  one  attack  lasted  thirty-six  hours. 

On  Tuesday,  June  8,  1897,  at  2  p.m.,  pain  began  in  epigastric 
region  and  spread  over  the  whole  abdomen.  At  5  p.m.  the  bunch 
be^an  to  increase  in  size  and  ache.  Pains  continued  until  2.30 
A.M.,  when  she  vomited  much  fluid,  then  almost  entirely  ceased. 
On  Wednesday,  June  9th,  at  about  9  a.m.,  she  began  to  vomit,  first 
what  she  had  eaten,  then  a  bitter,  greenish  fluid,  then  mostly  pale, 
and  occasionally  greenish.  This  condition  lasted  from  Thursday 
until  Sunday  at  2.30  p.m.,  when  she  vomited  nearly  a  wash-basinful 
of  yellow-colored  fluid.  In  fact,  she  had  not  retained  anything  for 
four  days,  and  now  called  the  attention  of  her  physician,  Dr.  Jones, 
to  the  bunch  in  her  side.   He,  after  examining  it,  sent  for  Dr.  Mac- 
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donald;  the  latter  made  a  diagnosis  of  strangulated  hernia,  and 
advised  her  immediate  removal  to  the  Albany  Hospital.  In  the 
mean  time  Dr.  Macdonald  had  met  with  an  accident,  and  I  was 
called  to  operate  at  8  p.m.  On  examination,  I  found  patient  much 
emaciated  (recent),  eyes  sunken,  expression  of  her  face  very 
anxious;  pulse  feeble,  120  ;  temperature,  100.2°  ;  nearly  in  a  con- 
dition of  collapse.  There  was  present  a  right  inguinal  hernia,  size 
of  a  goose-egg  ;  skin  discolored  ;  tumor  non-elastic,  yet  parts  very 
sensitive  to  the  touch.  Abdomen  much  distended  from  gas,  evi- 
dently free  in  the  peritoneal  sac.  Fairly  good  preparation  by 
nurse.  Ether.  Incision.  On  exposure,  sac-coil,  small  intestines, 
muscular  tissue  and  fascia  all  were  found  in  a  condition  of  pro- 
found gangrene.  My  first  thought  was  in  line  with  my  early 
teaching  and  professional  work  :  "  Let  the  patient  alone  and  trust 
to  artificial  anus."  Not  so,  however.  I  cleaued  up  the  external 
parts  as  well  as  I  could,  found  the  coil  of  intestine  was  very  near 
the  ileo-cecal  valve,  and  there  being,  evidently,  some  old  adhesions 
of  the  cecum,  I  had  difficulty  in  introducing  the  button  in  distal 
end  of  the  ileum.  However,  the  operation  was  quickly  over. 
Cleaued  out  the  cavity  of  pelvis  of  lymph  and  some  yellow  serum, 
packed  with  iodoform  gauze,  introduced  three  interrupted  silk- 
worm sutures,  to  be  tied  later.  Dressed  the  wound,  and  the  patient 
was  placed  in  bed.  Transfusion,  rectal  injections  of  whiskey,  and 
hypodermics  of  strychnine,  digitalis,  etc.,  and  at  the  end  of  thirty- 
six  hours  our  patient  began  to  show  improvement.  Vomiting 
ceased,  urine  in  fair  quantity.  No  increase  of  distention  of  abdo- 
men. Gauze  removed  at  the  end  of  forty-eight  hours;  rubber 
drainage-tube  then  introduced  and  wound  washed  with  boric-acid 
solution.  In  consequence  of  very  offensive  odor  from  the  wound, 
a  hot  bichloride  pack  was  applied  to  it,  and  over  abdomen  (1  to 
8000). 

Patient  had  a  movement  from  lower  bowel  on  third  day,  and 
loose  movements  after  the  fifth  day.  She  passed  the  button  on  the 
seventeenth  day,  and  in  time  made  a  good  recovery. 
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By  JOSEPH  PRICE,  M.D., 

PHILADELPHIA. 

Specimens. 

Mr.  President :  I  am  satisfied  we  cannot  spend  a  half  day  more 
profitably  in  our  meetings  than  in  returning  to  our  specimens. 
Many  of  them  illustrate  the  trials  and  triumphs  of  pelvic  and 
intraperitoneal  surgery.  In  this  particular  meeting  the  collection 
is  that  of  summer  work. 

Malgaigne  says,  in  his  statistics  of  Paris  hospitals,  that  surgical 
cases  do  best  in  midsummer.  This  has  been  my  experience  for 
some  years.  I  prefer  an  open,  clean  house  to  work  in — blankets 
and  footwarmers  are  scarcely  ever  required — an  open,  clean  house, 
plenty  of  light  and  fresh  air,  a  clean  bed  in  a  clean,  bright  room, 
and  then  good  clean  work  by  operator  and  nurse  give  better 
results  than  at  other  seasons  of  the  year. 

One  feature  of  the  work  1  object  to  is  the  doing  over  the  unfin- 
ished work  of  others  in  a  class  of  patients  that  feel  that  something 
more  must  be  doue  for  their  safety  and  cure.  Again,  another  class 
is  urged  to  wait  until  the  operator  returns  from  his  summer  vaca- 
tion, and  the  attendant  and  patient  in  this  class  decide  that  the  wait 
will  be  too  long. 

This  group  of  specimens,  Mr.  President,  illustrates  beautifully 
the  mixed  nature  of  pelvic  disease. 

The  malignant  degenerations  of  both  hard  and  cystic  growths  in 
one  of  the  large  specimens,  show  malignancy  of  ovaries  and  also 
in  cavity  of  uterus.  They  also  demonstrate  beautifully  the  dis- 
tinctive invasion  or  disorganization  of  surrounding  viscera.  I 
have  here  specimens  of  tubal  and  ovarian  suppuration  treated  first 
by  douches  and  applications,  second  by  vaginal  puncture  and  drain- 
age— the  last  method  always  results  in  the  most  serious  complica- 
tions to  a  perfected  operation,  that  of  chronic  sepsis  and  strong 
vaginal  scars.  The  enucleation  of  such  an  anchorage  prolongs  an 
operation,  increases  hemorrhage  and  shock,  and  fouls  a  pelvis  by 
dirty  points  hard  to  clean. 

The  present  confusion  in  pelvic  surgery  is  more  harmful  to  good 
and  legitimate  surgery  than  the  electrical  craze.  It  is  very  inter- 
esting now  to  read  reports  of  work  from  members  of  the  old  elec- 
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1.  Perforating  Ulcer  of  Ilium. 

-.  Sarcomatous  Tumor  of  Might  Vaginal  Vault. 

3.  Tumor  of  Ovary. 


Multinodular  Fibroid. 


I 


.Multinodular  Fibroid  size  of  adult  head. 


1.  Complete  Procidentia. 
i.  Multinodular  Fibroid. 
3.  Tubal  and  Ovarian  Abscess. 


1.  Large  Multilocular  Cyst. 

2.  Double  Pus-tubes  and  Ovarian  Abscess. 


1.  Double  Pyosalpinx. 

2.  Double  Pyosalpinx  and  Double  Ovarian  Abscess. 

3.  Concretion  of  Appendix. 


1.  Large  Edematous  Myoma. 
Multinodular  Fibroid. 
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trical  school;  they  tell  us  about  their  bitter  experience  and  lessons. 
For  years  you  could  not  get  one  of  them  to  witness  legitimate  work. 
They  tell  us  now  "  they  were  honest,"  and  ask  for  our  sympathy. 
I  notice  that  group  of  men  are  never  out  of  mischief ;  that  they 
are  always  meeting  obstructions  at  some  point. 

You  will  notice,  in  referring  to  these  tumors,  that  the  hard 
tumors  were  removed  by  one  of  three  methods,  the  Koeberle,  or 
the  clean  extirpation  from  above  or  below.  The  Koeberle  always 
gives  the  best  results.  If  you  will  study  the  reports  of  cases 
throughout  the  journals,  you  will  find  that  about  every  hysterec- 
tomy done  by  a  beginner — an  emergency  operation — and  finished 
by  the  extraperitoneal  method,  recovers.  In  one  of  our  August 
journals  you  will  find  illustrated  an  extraperitoneal  hysterectomy 
done  for  triplets — recovery.  If  a  beginner  can  save  everything  by 
the  Koeberle  method,  why  try  anything  else? 

Ectopic  pregnancy,  you  see  by  these  reports,  has  been  as  common 
as  in  previous  summers — it  is  largely  a  summer  accident. 

We  have  rather  a  new  group  of  cases  in  suppurative  forms  of 
tubal  and  ovarian  disease,  in  patients  more  advanced  in  years  and 
a  more  unfavorable  class  of  patients — the  wives  of  professional 
men  and  merchants ;  after  the  birth  of  two  or  more  children  the 
contamination  occurs.  The  wife  is  the  victim  of  some  nervous 
disturbance  or  some  accident  incident  to  parturition,  and  under 
treatment.  The  husband  finds  it  more  convenient  to  fish  in  dis- 
turbed waters,  and  he  gets  what  I  commonly  call  a  typewriter's 
disease.  The  disease  has  really  increased  my  work  in  a  new  class 
of  patients,  and  it  is  going  to  spread. 

Mr.  President,  it  remains  for  us  to  refine  our  present  methods 
and  environs  to  give  us  a  nil  mortality.  It  is  my  impression  there 
is  not  an  organization  in  existence  doing  more  in  that  direction  than 
the  one  now  assembled.  We  are  always  alluding  to  fuss,  feathers, 
and  foolishness,  complicated  tables  and  instruments.  I  am  always 
reminded,  Mr.  Chairman,  when  I  see  a  man  hampered  and  embar- 
rassed by  his  seven  assistants  and  nine  nurses,  two  or  three  of  them 
working  at  cranks  and  turn-tables  to  get  his  patient  in  position,  of 
an  interesting  picture  apropos  of  results.    (Picture  presented.) 


SENILE  IRRITABLE  UTERUS. 


By  THOMAS  J.  MAXWELL,  M.D., 

KEOKUK. 


The  procreative  power  of  the  genus  homo  is  not  necessary  to 
the  existence  of  the  individual;  it  is  engrafted  upon  the  individual 
for  the  sole  purpose  of  propagating  and  conserving  the  race.  It 
is  prevalent  and  active  in  the  female  during  the  period  of  greatest 
physical  vigor,  in  order  that  her  progeny  may  be  numerous  and 
strong.  The  Greek  matrons  could  boast  "  they  brought  forth 
men."  This  new  life-giving  power  comes  to  the  girl  at  fifteen 
years  of  age,  and  like  a  tidal-wave  lifts  her  into  a  new  and 
higher  plane  of  existence — that  of  womanhood.  This  new  force 
continues  to  ebb  and  flow,  its  waves  of  quickening  power  breaking 
upon  the  shores  of  her  whole  physical  existence  until  she  reaches 
the  age  of  change,  which  comes  at  forty-five  to  fifty.  Then 
this  ebb  and  flow  gradually  subsides,  leaving  her  dizzy  and  dis- 
traught until  nature  adjusts  herself  to  the  calm.  If  the  woman 
passes  safely  over  the  rapids  into  and  through  the  eddying  currents 
of  the  menopause,  her  life  then  flows  on  in  a  peaceful,  even  current, 
she  taking  comfort  and  pleasure  in  reminiscence  and  in  her  children. 
Unfortunately,  this  is  not  always  the  happy  ending  of  this  wonder- 
ful superadded  life. 

I  do  not  propose  to  give  in  this  short  paper — and  the  time  allotted 
to  it  will  not  permit — a  detailed  account  of  the  many  diseases,  ma- 
lignant and  benign,  that  render  this  period  of  female  existence 
extremely  critical.  My  attention  has  been  directed  to  a  class  of 
cases  that,  having  passed  the  menopause,  still  suffer  from  uterine 
irritation  or  irritability  and  the  attendant  nervous  reflexes  whose 
name  is  legion.  The  uterus  usually  has  undergone  atrophy;  in 
some  cases  there  is  evidence  of  chronic  endometritis,  with  scant, 
thin,  corrosive  discharge  that  irritates  and  sometimes  excoriates  the 
surfaces  with  which  it  comes  in  contact,  causing  vaginitis  and  vul- 
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vitis,  or  pruritus  vulvae,  which  at  times  becomes  intolerable,  driving 
the  unfortunate  patient  to  the  very  verge  of  distraction.  Many  of 
these  cases  in  my  hauds  have  defied  all  my  efforts  and  resources  to 
cure.  I  have  utterly  failed  in  some  of  these  cases  to  care  after 
applying  various  astringent,  antiseptic,  and  anesthetic,  strong  and 
mild,  washes  to  vagina  and  uterus. 

Dilatation  of  the  cervix,  curetting  away  the  entire  endometrium, 
and,  in  one  case,  the  actual  cautery  applied  to  the  entire  surface  of 
the  uterus,  failed  to  relieve  the  numerous  reflexes  that  had  deranged 
every  function  of  the  body  and  driven  my  patient  to  the  border- 
land of  insanity.  I  have  already  stated  that  some  of  these  patients 
had  uterine  discharges  and  some  of  them  had  no  discharges,  and 
yet  both  classes  suffered  alike  from  neuroses. 

In  all  of  these  cases  there  was  one  symptom  common  to  all — that 
was  extreme  sensitiveness  or  irritability,  manifested  on  introducing 
the  probe  or  sound.  The  patient  would  invariably  shrink  and  cry 
out  with  pain  as  the  probe  or  sound  entered  the  cavity  of  the  uterus  ; 
the  contact  of  the  sound  would  bring  into  painful  prominence  one 
or  more  of  the  nervous  reflexes  from  which  she  was  suffering. 
This  would  sometimes  take  the  form  of  a  gastralgia,  pain  under 
the  heart  in  the  sixth  intercostal  space,  or  it  may  be  that  of  the 
rectum,  spine,  or  vertex.  There  is  one  prominent  symptom  always 
present:  that  is  extreme  sensitiveness  of  the  endometrium,  the 
contact  of  the  prohe  or  sound  causing  acute  pain.  I  have  found 
this  the  case  with  or  without  discharge  from  the  uterus.  It  is 
present  with  granulated  os  and  when  there  is  no  appearance  of 
inflammation. 

I  cannot  give  more  than  a  hypothetic  pathological  cause  for  this 
extreme  erethism  of  senile  atrophied  uterus.  May  not  this  condi- 
tion depend  upon  a  starved  state  of  the  nerves  in  the  anemic  uterus, 
with  atheromatous  arteries,  or  may  they  not  have  been  caught  in 
the  vise-like  grip  of  muscular  tissue  undergoing  fibrotic  degenera- 
tion? These  questions  arise  in  my  mind,  and  I  propose  them  for 
future  solution. 

I  have  made  numerous  inquiries  among  my  professional  brethren 
as  to  their  experience  with  such  cases,  aud  find  that  treatment  has 
availed  but  little  in  the  way  of  relief,  and  failed  to  cure  in  almost 
every  case.  My  friend  Dr.  Horuibrook,  President  of  the  Iowa 
State  Medical  Society,  kindly  gives  me  somewhat  in  detail  the  clin- 
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ical  history  of  three  cases,  and,  summing  up  his  experience  with 
these  and  others  not  reported,  he  says:  "The  treatment  was 
always  unsatisfactory,  and  it  did  not  occur  to  me  to  propose  hyster- 
ectomy." Having  failed  to  relieve  the  class  of  cases  just  described, 
and  having  exhausted  all  the  ordinary  resources  at.  my  command, 
I  determined  to  adopt  radical  treatment — that  was,  the  complete 
removal  of  the  offending,  useless  organ.    A  case  presented  itself 

for  the  new  departure  in  the  person  of  Mrs.  M.,  of  C  ,  Mo., 

the  latter  part  of  August,  1895.  Mrs.  M.  passed  the  menopause 
at  fifty-two,  but  continued  to  suffer  increasingly,  as  the  years  went 
by,  with  pelvic,  stomachic,  and  spinal  pains.  These  pains  were 
accompanied  with  indigestion,  constipation,  insomnia,  and  all  that 
train  of  symptoms  which,  grouped  together,  we  call  neurasthenia. 
Tiiis  nervous  coudition  had  existed  so  lonu  that  she  was  almost 
driven  to  insanity.  Her  uterus  was  atrophied  and  the  endometrium 
exquisitely  sensitive.  The  introduction  of  the  sound  into  the  body 
of  ihe  uterus  would  provoke  numerous  reflex  sensations  and  cause 
her  to  cry  out  with  the  intolerable  pain.  On  September  5, 1895, 1 
performed  vaginal  hysterectomy,  from  which  she  made  a  good 
recovery.  It  required  about  twelve  months  for  the  perturbed 
nerves  to  settle  into  a  state  of  quiescence.  At  the  last  report,  less 
th  in  a  year  since,  she  was  enjoying  good  health. 

Case  II. — Mrs.  W.,  aged  sixty  years,  a  counterpart  of  first  case, 
had  acquired  the  opium  habit  from  resorting  to  it  for  relief.  May, 
1896,  I  removed  the  uterus  per  vagi  nam.  Recovery  from  the 
operation  was  uninterrupted,  but  she  had  quite  a  struggle  with 
the  opium  habit,  which,  at  last  report,  she  had  almost  conquered, 
and  is  at  the  present  time  enjoyiug  freedom  from  all  those  neurotic 
symptoms  resulting  from  an  irritable  senile  uterus. 

Case  III. — Mrs.  B.,  aged  sixty-three  years,  had  been  a  sufferer 
from  uterine  disease  for  twenty-five  years,  having  had  one  or  two 
small  submucous  fibroid  tumors  removed.  She  continued  to  suffer 
from  uterine  pain  and  reflexes  after  the  menses  ceased,  and  there 
was,  the  last  two  or  three  years,  a  discharge  from  the  uterus, 
reported  to  be  of  au  irritating  nature  to  the  vulva.  She  did  not 
come  under  my  care  until  just  before  operation.  The  physicians 
in  charge — for  she  had  been  under  the  care  of  quite  a  number  of 
them — had  used  washes  and  douches,  had  curetted  the  uterus  and 
mopped  it  out  with  carbolic  acid  and  iodine,  all  of  which  treatment 
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failed  to  give  her  relief.  She  came  to  St.  Joseph's  Hospital,  and  I 
made  a  vaginal  hysterectomy.  No  shock  followed  the  operation, 
and  the  temperature  never  rose  above  100°  F. ,  and  that  only  for 
two  days.  Pulse  remained  in  the  70s.  She  at  this  writing  is  in 
good  health,  but  it  has  been  attained  after  a  hard  fight  with  the 
chloral  habit.  This  case  was  somewhat  different  from  the  first 
two  so  far  as  the  pathology  of  the  uterus  was  concerned.  The 
uterus  in  her  case  was  filled  with  small,  round  fibroid  tumors.  On 
the  posterior  aspect  of  the  fundus  there  was  a  small  subperitoneal, 
pedunculated  tumor  the  size  of  a  small  hazel-nut.  The  other  tumors 
were  interstitial. 

I  have  grouped  these  eases  under  the  head  of  what  I  am  pleased, 
for  the  lack  of  a  better  name,  to  call  irritable  senile  uterus. 
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A  paper  upon  the  subject  of  appendicitis,  with  its  fatality  and 
many  complications,  and  the  close  relationship  which  it  may  bear 
to  contiguous  organs  and  structures,  will  be  of  particular  interest 
to  this  body  of  obstetricians  and  gynecologists.  You  will,  no  doubt, 
agree  with  me  that  acute  appendicitis  is  the  most  common  and  one 
of  the  most  fatal  of  all  acute  intra-abdominal  affections.  Further- 
more, that  this  mortality  is  in  a  great  measure  due  to  a  failure  to 
make  an  early  diagnosis  and  to  the  character  of  the  treatment  insti- 
tuted. The  position  which  I  have  held — namely,  to  operate  as 
soon  as  the  diagnosis  is  made — I  still  maintain.  Assuming  that 
this  is  done  very  shortly  after  the  onset  of  the  attack,  I  know 
that  this  course  is  attended  by  the  least  mortality.  My  experience 
in  the  operative  treatment  of  this  dangerous,  treacherous,  and  fatal 
disease  embraces  many  hundred  cases,  and  I  am  prepared  to  make 
the  statement  that  I  have  never  seen  a  human  life  lost  where 
operation  was  performed  immediately  following  the  onset  of  the 
disease.  While  I  am  aware  that  to  discriminate  between  cases  and 
to  be  able  to  say  from  the  onset  which  are  operative  cases  and 
which  will  recover  without  operation,  or  to  be  able  to  defer  opera- 
tion with  absolute  safety  for  two,  three,  or  more  days,  rather  than 
to  rush  in,  as  some  put  it,  and  remove  the  diseased  appendix  as 
soon  as  the  diagnosis  is  made,  may  be  more  scientific,  yet  I  know 
positively  that  this  course  is  at  the  cost  of  many  human  lives. 
When,  therefore,  it  becomes  a  question  of  following  the  lines  of 
theory  or  that  of  experience  which  teaches  practical  facts  and  which 
when  instituted  will  bring  practical  and  favorable  results,  to  my 
mind  no  choice  is  permitted.  The  ultimate  results  of  inflammation 
of  this  organ  more  than  justify  early  operative  interference. 

Let  us  consider  for  a  moment  some  of  the  results  of  appendiceal 
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inflammation.  First  and  most  important,  because  of  the  high  rate 
of  mortality,  is  perforation  of  the  appendix  with  general  septic 
peritonitis.  Next,  perforation  with  localized  abscess  formation 
which,  if  not  evacuated  early,  produces  general  sepsis,  a  tedious 
convalescence,  a  granulating  wound,  and  in  many  instances  ventral 
hernia  or  fecal  fistula.  Appendicitis  followed  by  large  localized 
abscess  necessarily  means  the  destruction  of  a  great  deal  of  tissue 
which  in  some  instances  nature  fails  to  repair,  to  say  nothing  of 
the  loss  of  life  when  it  occurs  in  the  young  or  feeble.  I  consider 
the  formation  of  a  localized  abscess  occurring  as  the  result  of  an 
appendicitis  anything  but  the  most  fortunate  culmination  of  the 
attack,  for  the  following  reasons — namely,  because  the  inflammation 
should  not  be  allowed  to  reach  that  stage;  and  in  the  hands  of  the 
majority  of  operators  it  is  an  excuse  to  leave  the  appendix,  believ- 
ing that  with  the  evacuation  of  the  abscess  they  have  accomplished 
all  that  can  be  expected.  This  practice  not  only  offers  an  excuse 
in  too  many  instances  for  leaving  behind  an  appendix  which  is 
more  liable  to  be  the  cause  of  subsequent  and  less  favorable  attacks, 
but  also  exposes  the  patient  to  the  risk  of  an  undiscovered  second- 
ary collection  which  in  my  experience  is  a  frequent  cause  of  death. 
Before  a  body  of  operators  comprising  the  membership  of  this 
association  it  would  be  presumptuous  for  me  to  draw  a  comparison 
between  operation  in  the  absence  of  and  in  the  presence  of  pus.  I 
may,  however,  bring  to  your  attention  some  complications  of  pus- 
formation  which  I  have  met  with. 

The  presence  of  pus  increases  the  danger  of  lymphatic  infection. 
This  is  also  true  of  infection  through  the  portal  system  (pyelo- 
phlebitis),  resulting  in  miliary  abscess  of  the  liver  and  death.  The 
complications  which  may  arise  from  an  undisturbed  localized  appen- 
diceal abscess  are  its  rupture  into  the  bladder,  thus  occasioning  an 
en tero- vesical  fistula ;  rupture  into  a  bronchus  and  evacuation  by 
way  of  the  mouth  ;  rupture  into  the  ascending  colon,  rectum,  or 
vagina,  which  is  not  to  be  considered  a  favorable  termination,  and 
does  not  preclude  the  possibility  of  a  recurrence  of  the  inflamma- 
tion ;  rupture  into  the  ureter  with  evacuation  of  pus  through  the 
bladder.  A  complication  which  is  not  an  uncommon  sequence  of 
the  formation  of  a  localized  abscess  is  intestinal  obstruction,  due  to 
adhesions  which  have  been  formed  in  the  process  of  localization. 
Again,  secondary  obstruction  may  follow  the  evacuation  of  an 
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abscess,  due  to  the  subsequent  contraction  of  its  walls.  A  septic 
phlebitis,  phlegmasia  alba  dolens,  is  not  an  uncommon  sequence  of 
localized  abscess  formation. 

A  condition  of  affairs  which  may  arise  as  the  result  of  a  small 
collection  which  has  remained  undisturbed,  is  when  the  abscess 
wall  has  undergone  a  cheesy  degeneration,  involving  in  the  process 
contiguous  structures.  When  the  bowel  has  been  thus  included  an 
attempt  to  remove  the  degenerated  mass  will  frequently  bring  to 
light  a  perforation  of  the  bowel,  often  so  large  as  to  necessitate 
excision,  enterorrhaphy,  or  an  anastomosis.  In  operating  for  appen- 
dicitis, the  multiplication  of  the  difficulties  induced  by  pus-forma- 
tion must  prepare  the  surgeon  to  expect  to  meet  and  handle  any  of 
the  complications  of  abdominal  surgery. 

To  recapitulate:  the  large  mortality  in  appendicitis,  as  I  have 
pre  viously  stated,  is  the  result  of  too  conservative  measures  in  the 
early  stage  of  the  disease.  Surgeons  whose  experience  in  the  treat- 
ment of  appendicitis  has  been  large,  I  am  sure,  will  to  a  man  agree 
with  me  in  this  statement.  To  be  brief,  I  have  yet  to  see  a  human 
life  lost  where,  in  an  acute  attack  of  appendicitis,  the  appendix  has 
been  removed  within  six  to  eight  hours  after  the  onset  of  the  dis- 
ease, while,  on  the  other  hand,  I  regret  to  say  that  I  have  seen 
many  human  lives  lost  by  adopting  the  so-called  conservative 
methods — namely,  opium  to  relieve  the  pain,  allowing  the  bowels 
to  remain  confined,  leeches,  fly-blisters,  turpentine  stupes  applied — 
any  or  all  of  which  are  not  only  useless  but  harmful.  I  cannot 
make  this  too  strong,  as  I  have  seen  five  deaths  in  as  many  days, 
in  all  of  which  cases  I  am  morally  certain  that  had  the  appendix 
been  removed  immediately  after  the  onset  of  the  first  pain  all 
would  have  recovered. 

The  question  naturally  arises,  who  is  largely  responsible  for  this 
high  mortality  ?  Is  it  our  teachers  ?  Personally  I  feel  that  it  is. 
Wnat,  is  the  alternative  ?  I  would  suggest  that  our  professors  in 
the  different  teaching  institutions  witness  a  number  of  operations 
done  early  (most  of  them  see  them  done  late),  when  I  know  there 
will  no  longer  be  the  list  of  sceptics  there  are  now.  This,  too, 
would  be  a  healthful  diet  for  the  so-called  surgical  critic  who  writes 
articles  condemning  too  frequent  operation.  The  last-mentioned 
class  evidently  is  wanting  in  experience,  otherwise  those  who  be- 
long to  it  could  not  but  entertain  different  views. 
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The  conditions  in  the  female  which  call  for  careful  thought  in 
differentiating  between  one  or  other  of  the  diseases  of  the  uterine 
adnexse  and  acute  or  chronic  appendicitis  are  the  following  : 

1.  Acute  Salpingitis.  There  is  frequently  a  close  relationship 
between  acute  catarrhal  appendicitis  and  right-sided  acute  salpin- 
gitis, due  to  Clado's  ligament,  and  the  symptoms  may  as  a  result 
closely  resemble  each  other.  The  great  points  of  difference,  how- 
ever, are  the  history  of  infection,  the  slight  degree  of  abdominal 
tenderness  and  rigidity,  the  location  of  the  pain,  and  the  absence  of 
vomiting,  and  in  the  case  of  appendicitis  the  pain  migrating  from 
epigastric  or  periumbilical  to  the  right  iliac  fossa,  the  decided  ten- 
derness and  rigidity  of  the  lower  right  quadrant  of  the  abdominal 
wall,  suddenness  of  attack,  accompanied  by  vomiting  and  no  his- 
tory of  infection,  the  absence  of  signs  by  vaginal  examination  and 
the  presence  of  a  palpably  enlarged  appendix. 

2.  Pyosalpinx  and  Ovarian  Abscess.  The  presence  in  the  recto- 
uterine cul-de-sac  of  an  inflammatory  mass  in  intimate  relation  with 
the  uterus,  which  renders  it  partially  or  completely  immovable,  and 
which  can  be  clearly  outlined  by  vaginal,  bimanual,  or  combined 
vaginal  and  rectal  examination,  together  with  the  history  of  a 
vagino-uterine  infection  and  the  presence  of  a  septic  fever,  estab- 
lishes the  diagnosis  of  pyosalpinx  or  ovarian  abscess.  The  essen- 
tial points  in  the  differentiation  between  these  two  affections  and 
appendicitis  are  the  suddenness  of  onset  in  the  latter,  accompanied 
by  vomiting,  the  characteristic  rigidity  and  tenderness  following 
general  abdominal  pain. 

Inflammation  of  the  right  ovary  may  be  confounded  with  appen- 
dicitis, as  it  is  attended  with  pain,  tenderness  in  the  right  iliac 
fossa,  nausea,  and  fever.  It  is,  however,  always  accompanied  by 
disturbances  of  the  uterine  functions,  is  accompanied  by  the  char- 
actersitic  "  ovarian"  pain,  and  is  demonstrable  by  vaginal  or 
bimanual  examination.  The  tenderness  is  never  so  intense  as  in 
appendicitis  and  is  not  accompanied  by  a  perceptibly  enlarged 
appendix. 

3.  Extra-uterine  Pregnancy.  The  history  in  these  cases  is  usually 
that  of  partial  or  complete  cessation  of  the  menstrual  flow  for  one, 
two,  or  more  periods,  generally  accompanied  by  other  symptoms  of 
pregnancy,  with  collapse  supervening  upon  an  attack  of  acute 
abdominal  pain.    The  paiu  is  long-continued  and  paroxysmal,  but 
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not  colicky.  An  irregular,  bloody,  vaginal  discharge,  generally 
lighter  in  color  than  the  normal  menstrual  flow,  and  containing 
shreds  of  tissue,  portions  of  the  deeidua,  is  present.  Vaginal 
examination  will  detect  a  tender  and  sensitive  mass  in  the  posterior 
cul-de-sac,  unless  the  pregnancy  be  an  abdominal  one.  In  the 
majority  of  these  cases  there  is  a  history  of  sterility  for  five  or  six 
years  previous  to  the  abnormal  conception. 

When  the  product  of  conception  occupies  the  fimbriated  extremity 
of  the  right  tube,  the  points  of  differentiation  are  more  difficult, 
owing  to  the  close  proximity  of  the  lesion  to  the  position  of  the 
appendix  and  to  the  negative  result  of  examination  per  vaginam 
prior  to  rupture.  Should  the  two  conditions  occur  coincideutly  it 
would  be  wellnigh  impossible  to  differentiate  between  them. 

The  chief  points  to  be  borne  in  mind,  however,  if  the  two  con- 
ditions do  not  coexist,  are  the  history  and  the  absence  of  inflamma- 
tory symptoms  prior  to  the  rupture  of  the  extra-uterine  sac  and 
the  presence  of  inflammatory  symptoms  in  appendicitis. 

4.  Suppurating  Ovarian  Cyst.  An  appendiceal  abscess  and  a 
small  suppurating  ovarian  cyst  on  the  right  side  present  some 
symptoms  iu  common  which  may  give  rise  to  difficulties  in  diag- 
nosis. These  symptms  are  :  painful  tumor  in  the  right  iliac  fossa, 
which  may  be  made  out  by  vaginal,  bimanual,  and  rectal  examina- 
tions ;  symptoms  of  septicemia  ;  hectic  temperature,  and  history  of 
previous  gastric  and  urinary  irritation.  The  differences,  however, 
are  marked  and  can  be  distinguished  by  careful  consideration.  In 
ovarian  cyst  the  onset  is  gradual,  and  a  history  of  infection  can 
generally  be  elicited.  The  pain  is  constant  and  of  a  dull  character  ; 
by  pressure  the  significant  "  ovarian  pain  "  may  be  produced,  differ- 
ing from  the  colicky  and  paroxysmal  pain  of  appendicitis,  while 
the  tumor  itself  is  more  elastic,  having  apparently  thinner  walls 
and  a  more  regular  outline. 

5.  Ovarian  Cyst  with  Twisted  Pedicle.  Ovarian  cyst  with  a 
twisted  pedicle  gives,  as  a  rule,  a  history  of  a  slowly  growing 
tumor,  which  is  so  frequently  unaccompanied  with  pain  that  its 
presence  has  been  unsuspected  until  the  accident  has  occurred. 
The  onset  of  the  acute  symptoms  of  a  cyst  with  a  twisted  pedicle 
is  sudden,  and  is  usually  caused  by  excessive  peristalsis  of  the  intes- 
tines or  from  sudden  changes  of  the  position  of  the  body,  causing 
the  tumor  to  revolve.    If  the  twisting  be  complete  and  shut  off 
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the  circulation,  the  walls  of  the  cyst  will  rapidly  become  gangrenous, 
and  the  patient  will  become  profoundly  septic,  with  localized  peri- 
tonitis, which  soon  becomes  general.  Here,  again,  is  seen  a  resem- 
blance to  an  attack  of  appendicitis  with  abscess  formation,  but  the 
difference  in  shape,  elasticity,  the  slow  growth,  if  noted,  preceding 
the  sudden  onset,  the  difference  in  the  character  of  the  pain  and 
the  tenderness  and  the  lessened  degree  of  rigidity  should  enable 
one  of  experience  to  distinguish  between  the  two. 

If,  however,  for  any  reason,  it  is  impossible  to  make  a  differen- 
tial diagnosis,  I  would  advise  the  lateral  incision  as  the  one  to  be 
chosen,  because  appendicitis  is  so  much  more  common  an  affection 
that  the  chances  are  in  favor  of  its  being  the  latter.  If  it  is  an 
ovarian  cyst  the  lateral  incision  can  be  closed  and  a  median  incision 
made  for  its  removal.  The  median  incision  for  appendicitis  is 
illogical,  unwise,  and  in  many  instances  will  present  anatomical 
impossibilities.  Where  the  appendix  lies  behind  the  cecum  and 
observes  one  of  the  northerly  directions,  if  adherent,  there  will  be 
difficulties  in  the  removal  through  the  ordinary  incision.  It  is, 
therefore,  plain  to  be  seen  how  much  more  difficult  it  would  be  to 
attempt  its  removal  through  the  median  line.  These  difficulties 
are  generally  enhanced  when  there  is  pus-formation  and,  further, 
the  danger  of  peritoneal  infection  is  greatly  multiplied. 

6.  Fibroid  Tumor.  Appendicitis  has  been  confounded  with  a 
local  inflammation  of  a  portion  of  the  broad  ligament  overlying 
an  intraligamentary  fibroid  tumor.  The  main  points  in  the  differ- 
ential diagnosis  are  the  history  of  metrorrhagia  ;  the  presence  of  a 
growth,  detected  upon  vaginal  examination  and  the  tenderness  and 
pain  which  is  elicited  upon  abdominal  palpation  and  is  confined  to 
the  part  of  the  wall  overlying  the  mass. 

7.  A  varicose  condition  of  the  veins  of  the  broad  ligament  may 
simulate  chronic  appendicitis.  A  differential  diagnosis  should,  how- 
ever, be  easy  to  make,  because  on  the  one  hand  we  have  an  absence 
of  inflammatory  symptoms  and  a  characteristic  dull,  aching  pan, 
with  nausea,  which  disappears  when  the  veins  are  emptied  upon 
the  patient  assuming  the  recumbent  position.  Again,  in  chronic 
appendicitis  there  is  a  history  of  one  or  more  acute  attacks  with  a 
palpably  enlarged  organ  and  the  symptoms  of  chronic  inflammation. 

8.  Painful  Menstruation.  A  condition  which  may  be  misleading 
in  the  differentiation  of  appendicitis  is  the  sudden  onset  of  pain 
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occurring  in  young  unmarried  women  of  a  neurotic  temperament 
at  the  ushering  in  of  the  menstrual  period.  The  onset  is  sudden; 
the  pain  is  paroxysmal  and  accompanied  by  nausea.  There  may 
be  more  or  less  rigidity  of  the  lower  abdominal  walls,  which  is 
most  frequently  bilateral.  The  presence  and  the  degree  of  the 
rigidity  of  the  abdominal  walls  depend  upon  the  amount  of  con- 
gestion of  the  ovaries,  and  whether  one  or  both  are  involved.  The 
pain,  at  first  paroxysmal,  is  most  severe  during  the  first  day  of  the 
menstrual  flow.  After  this  it  may  become  continuous,  and,  in  some 
instances,  last  during  the  entire  period.  The  tenderness  and  rigidity 
correspond  to  the  amount  of  ovarian  congestion.  If  both  ovaries 
are  involved  the  tenderness  will  be  bilateral.  The  pain  at  the  onset 
differs,  however,  from  that  of  appendicitis,  being  non-inflamma- 
tory and  localized  from  the  beginning,  while  in  appendicitis  there 
is  general  abdominal  pain,  which  later  becomes  localized  in  the 
right  iliac  fossa,  while  marked  intestinal  symptoms  are  present. 

Menopause.  Some  women  during  the  climacteric  occasionally 
complain  of  symptoms  resembling  appendicitis.  They  suffer  from 
localized  pain  in  the  right  side,  gastric  and  intestinal  disturbances, 
and  irregular  temperature.  As  absence  of  the  menstrual  flow  often 
exists,  some  difficulty  may  be  experienced  in  reaching  a  correct 
diagnosis,  particularly  in  those  cases  associated  with  obesity.  A 
correct  diagnosis  as  to  the  condition  present,  however,  may  be  estab- 
lished by  careful  inquiry  into  the  previous  history  and  by  local 
examination.  The  latter  means  will  demonstrate  the  absence  of 
rigidity  of  the  abdominal  walls  and  no  papable  enlargement  of  the 
appendix.  The  flushes,  backaches,  and  mental  symptoms  incident 
to  the  menopause  will  clear  up  the  diagnosis.  The  mere  mention, 
however,  of  the  nervous  affection,  with  its  ubiquitous  symptoms, 
will  suffice. 

I  met  with  a  unique  condition,  which  I  cannot  better  describe 
than  by  relating  the  state  of  affairs  found  at  the  time  of  operation. 
The  case,  I  might  state,  presented  a  typical  history  of  acute  appendi- 
citis, followed  by  abscess  formation.  The  appendix  was  found  in 
relation  with  the  right  ovary,  to  which  it  was  bound  by  strong 
adhesions.  The  ovary  was  the  seat  of  an  abscess  which  had  evi- 
dently been  infected  by  the  perforated  appendix. 

Appendicitis  and  Pregnancy.  Pregnancy  complicating  ap- 
pendicitis forms  one  of  the  most  serious  conditions  which  may  come 


APPENDICITIS. 


369 


under  the  consideration  of  the  surgeon.  Ordinarily  appendicitis 
involves  the  risk  of  life  ;  under  this  condition,  however,  the  life  of 
both  mother  and  child  in  utero  must  be  taken  into  consideration. 
It  is  claimed  by  some  obstetricians  that  this  is  an  infrequent  occur- 
rence (appendicitis)  as  a  complication  of  pregnancy.  While  this 
may  be  the  case,  it  is  of  so  great  an  importance  that  I  believe  from 
its  rarity  it  should  receive  even  more  earnest  consideration  on 
account  of  the  disastrous  results  which  are  likely  to  follow  the 
formation  of  an  abscess  of  appendiceal  origin  at  any  period  near 
the  completion  of  the  term  of  gestation.  When  we  consider  that 
the  gravid  uterus  with  its  contents  occupies  the  abdomen  to  a  large 
extent  and  that  there  is  a  likelihood  of  the  uterus  forming  a  por- 
tion of  the  abscess  wall,  involving  the  risk  of  miscarriage  and 
subsequent  shrinking  in  size  of  the  uterus,  the  consequent  likeli- 
hood of  adhesions  being  torn  and  the  escape  of  the  contents  of  the 
abscess  into  the  general  peritoneal  cavity,  it  is  easy  to  imagine  the 
risk  in  allowing  such  a  condition  of  affairs  to  occur.  Women  who 
present  the  history  of  previous  attacks  of  appendicitis  and  complain 
of  local  pains  and  distress  in  the  right  iliac  fossa,  with  all  the  symp- 
toms of  chronic  appendicitis  conjointly  with  pregnancy,  should,  in 
my  opinion,  be  relieved  of  a  chronically  diseased  appendix  to  avoid 
the  likelihood  of  suffering  from  a  condition  of  affairs  as  above 
stated.  Although  many  of  them  may  not  go  to  the  formation  of 
pus,  still  the  great  uncertainty  which  hangs  over  chronic  disease  of 
the  appendix  and  the  indefinite  outlook  as  to  the  ultimate  outcome 
when  combined  with  pregnancy,  make  it  imperative  that  we  should 
not  be  conservative  enough  to  endanger  the  life  of  the  patient. 

A  question  may  arise  as  to  the  differential  diagnosis  between 
peritonitis  from  a  ruptured  appendix  or  ruptured  appendiceal 
abscess  and  peritonitis  resulting  from  endometritis  following  abor- 
tion, miscarriage,  or  labor  at  full  term.  The  principal  points  of 
differentiation  are  the  history  of  sudden  onset,  accompanied  by 
nausea  or  vomiting,  pain,  rigidity,  and  tenderness  in  the  case  of 
appendicitis ;  while  in  the  latter  there  is  a  history  of  uterine  infec- 
tion prior  to  the  inflammatory  invasion  of  the  peritoneal  cavity  ; 
there  is  also  an  absence  early  of  localized  rigidity  and  tenderness 
which  is  diffused  in  purulent  peritonitis. 

The  rupture  of  an  appendiceal  abscess  or  perforation  of  the  appen- 
dix may  be  followed  by  a  temporary  cessation  of  the  more  pro- 
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nouaced  subjective  symptoms  previous  to  general  septic  peritoneal 
infection.    This  may  be  accompanied  by  shock. 

In  puerperal  peritonitis  the  symptoms  appear  slowly  and  are 
progressive  and  without  amelioration. 

The  symptoms  of  appendicitis  complicating  pregnancy  are  those 
common  to  uncomplicated  appendicitis,  although  there  may  be  vom- 
iting throughout  the  entire  period  of  gestation,  not  associated  with 
evidences  of  inflammatory  condition.  What  is  true  of  appendicitis 
in  general  is  also  true  when  associated  with  pregnancy.  The  like- 
lihood of  referred  pain,  not  necessarily  confined  to  the  region  of 
the  right  iliac  fossa,  is  also  true  when  complicated  by  pregnancy. 
The  diagnosis  is  rendered  more  difficult  when  pregnancy  is  advanced 
and  the  abdomen  is  filled  with  the  uterus  and  its  contents.  The 
ability  to  elicit  rigidity  of  the  recti  muscles  is  masked  on  this 
account,  although  tenderness  will  be  more  pronounced  when  pus  is 
present.  The  cases  reported  of  appendicitis  complicating  pregnancy, 
I  believe,  without  exception,  have  given  the  history  of  previous 
attacks  of  inflammation  of  the  appendix. 

Appendicitis  associated  with  or  complicating  pregnancy  within 
the  early  months  of  gestation  is  not  as  serious  by  far  as  when  it 
occurs  later  in  pregnancy.  The  danger  to  involvement  of  the 
uterine  walls  in  forming  a  part  of  the  abscess  wall,  when  such  is 
present,  is  in  distinct  relation  with  the  elevation  of  the  uterus  from 
the  pelvis.  The  danger  of  miscarriage  also  increases  as  pregnancy 
advances  for  the  same  reason.  Changes  occur  in  the  placenta  when 
the  uterine  muscle  is  included  as  a  part  of  the  abscess  wall,  espe- 
cially if  the  placental  attachment  corresponds  with  that  portion  of 
the  uterine  wall  forming  a  portion  of  the  abscess  wall.  It  has  been 
conclusively  shown  in  several  instances  that  degeneration  of  the 
placenta  has  followed  abscess  formation.  In  one  case  the  placenta 
had  undergone  partial  calcareous  change;  miscarriage  followed  the 
evacuation  of  the  abscess.  The  calcification  was  noted  after  the 
expulsion  of  the  after-birth. 

There  may  be  some  doubt  still  in  these  cases  from  the  fact  that 
the  patient  has  had  disturbance  of  digestion  with  nausea  and  vom- 
iting. This  condition,  however,  should  not  be  confounded  with 
nausea  and  vomiting  at  the  first  onset  of  appendicitis,  as  this  is 
associated  with  evidence  of  inflammation. 

A  primary  acute  attack  of  appendicitis  in  a  female  that  is  preg- 
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nant  might  be  mistaken  for  an  approaching  miscarriage ;  in  the 
latter  instance,  however,  the  symptoms  are  not  ushered  in  by  severe 
abdominal  pain  and,  as  a  rule,  there  is  a  lack  of  nausea  attending 
the  onset  of  local  pain. 

Acute  appendicitis  complicating  the  later  months  of  pregnancy 
is  by  far  a  more  dangerous  condition  to  deal  with.  The  appendix, 
if  holding  any  of  the  southerly  or  easterly  directions,  is  bound  to 
be  in  relation  with  the  uterus,  and  if  pus  be  present  the  uterus  is 
readily  included  in  the  mass  of  lymph  thrown  out  to  wall  off  the 
forming  pus.  Here  lies  the  danger  of  appendicitis  if  allowed  to 
go  on  to  pus-formation.  If  removed  before  pus  is  formed  there 
is  a  decreased  likelihood  of  miscarriage,  a  lessened  possibility  of 
peritoneal  involvement,  adhesion,  and  freedom  from  peritonitis. 

A  serious  question  arises  after  pus  has  formed  and  the  uterus  is 
included  as  a  part  of  the  inner  wall  of  the  abscess  cavity.  "We 
must  face  two  dangers  :  first,  the  likelihood  of  infecting  the  peri- 
toneum primarily;  and  second,  whether  it  is  proper  at  the  time  of 
evacuating  the  abscess  cavity  to  induce  a  miscarriage,  or  allow 
nature  to  take  its  course  and  run  the  chance  of  avoiding  an  abor- 
tion. If  we  choose  the  former  alternative  and  evacuate  the  uterus, 
after  emptying  the  abscess  cavity,  it  would  seem  as  if  the  surgeon 
would  be  in  a  position  to  control  the  possible  infection  of  the  peri- 
toneum by  tearing  loose  of  the  adhesions  to  the  uterine  wall  follow- 
ing the  contraction  of  this  organ  and  by  a  proper  disposition  of 
gauze  prevent  infection  of  the  cavity.  If  we  are  to  choose  the 
latter  alternative  and  leave  the  fetus  in  utero,  then  there  exists  a 
double  menace  to  the  future  welfare  of  the  patient,  a  probable  infec- 
tion of  the  peritoneum,  a  possible  miscarriage,  or  the  likelihood  of 
carrying  a  dead  child  with  the  attending  risk  of  uterine  infection 
and  the  danger  of  septic  endometritis  and  peritonitis.  In  addition 
to  the  danger  of  peritoneal  infection  from  the  likelihood  of  the 
tearing  loose  the  adhesions  of  the  wall  of  the  uterus,  hemorrhage 
may  occur  if  the  uterus  is  so  bound  down  that  proper  contraction 
of  the  organ  cannot  take  place. 

The  salient  points  which  I  wish  particularly  to  bring  to  your 
attention,  I  will  summarize  in  the  closing  paragraphs  of  this  paper. 

The  many  difficulties  of  diagnosis  between  disease  of  the  uterine 
adnexse,  pregnancy,  and  appendicitis,  and  the  probability  of  their 
coexistence  in  the  same  case,  bring  us  face  to  face  with  the  general 
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rule  "  that  he  who  opens  an  abdominal  cavity  must  be  prepared  to 
meet  any  or  all  the  complications  which  may  arise  in  this  most 
complex  portion  of  the  human  anatomy." 

The  first  and  most  important  point  is  the  uecessity  for  an  early 
diagnosis,  because  the  good  results  for  operation  in  appendicitis 
depend  upou  the  time  of  operation.  The  danger  increases  in  direct 
ratio  with  the  progress  of  an  attack. 

In  women  who  are  liable  to  become  pregnant  and  who  have  had 
an  attack  or  attacks  of  appendicitis,  the  appendix  should  be  taken 
out  in  order  that  the  dangerous  complication  of  pregnancy  and 
appendicitis  may  be  avoided. 

This  is  particularly  true  if  an  attack  of  appendicitis  supervenes 
upon  pregnancy.  The  latter  condition  does  not  contraindicate 
operation  under  the  circumstances,  but  rather,  on  the  other  hand, 
makes  operation  more  imperative. 

Another  point  is  one  based  upon  a  rich  personal  experience, 
covering  both  operative  and  non-operative  cases.  It  is  that  the 
number  of  cases  of  appendicitis  that  become  perfectly  well,  cases 
that  do  not  suffer  during  the  interval  between  attacks,  and  that  are 
not  subject  to  the  certainty  of  future  attacks,  are  so  extremely  rare 
that  the  question  of  curative  treatment  resolves  itself  to  the  time 
of  operation. 


FIFTY-TWO  CASES  ILLUSTRATING  MY  PERSONAL 
EXPERIENCE  WITH  THE  MEDICAL  AND  SUR- 
GICAL TREATMENT  OF  APPENDICITIS. 


By  GEORGE  S.  PECK,  M.D., 

YOUNGSTOWN. 


Although  there  has  been  already  much  written  and  said  upon 
the  subject  of  appendicitis,  it  should  still  remain  open  and  be  most 
freely  and  thoroughly  discussed.  My  apology  for  reporting  the 
following  cases  is  that  I  believe  it  is  the  duty  of  every  physician  to 
report  his  cases  (unsuccessful  as  well  as  successful),  in  order  that 
individual  experience  may  give  correct  statistics.  While  it  has 
been  well  established  that  appendicitis  is  one  of  the  most  impor- 
tant as  well  as  one  of  the  most  treacherous  diseases  the  physician 
has  to  encounter,  aud  it  is  also  undisputed  that  it  is  the  cause  of 
more  deaths  than  any  other  acute  abdominal  disease,  yet  a  fact  still 
to  be  emphasized  is  the  cry  of  inflammation  of  the  bowels,  which 
part  of  the  profession  seem  so  slow  to  recognize  as  appendicitis. 
The  diagnosis  should  not  be  difficult.  There  are  four  cardinal 
symptoms  which,  if  occurring  in  the  order  given  below,  will  almost 
invariably  insure  a  correct  diagnosis  :  first,  sudden  severe  pain  in 
the  abdomen,  generally  of  a  colicky  nature,  located  in  any  part  or 
extending  over  the  entire  abdomen  ;  second,  always  nausea  and  fre- 
quently vomiting  ;  third,  increased  temperature;  and  fourth,  local- 
ized tenderness  in  the  right  iliac  region.  Some  patients  will  have 
diarrhea;  others  may  be  constipated.  And  it  is  not  essential  to 
find  a  large  mass  or  rigidity  of  the  rectus  muscle  in  order  to  con- 
firm the  diagnosis.  In  my  own  experience  I  have  never  failed  to 
make  a  correct  diagnosis  when  the  four  cardinal  symptoms  were 
present. 

That  an  early  operation  is  to  be  advised  goes  without  saying. 
Surgeons  differ  in  the  methods  of  operating.  Some  advise,  in  the 
acute  suppurative  form,  simple  incision  and  evacuation  of  pus.  If 
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the  appendix  cannot  be  easily  found,  leave  it,  drain  and  pack  ;  then 
in  the  interval  between  attacks  remove  the  appendix,  always  pro- 
viding one  can  get  the  consent  of  the  patient,  which  I  have  found 
to  be  extremely  difficult.  A  few  surgeons  advise  the  liberating  of 
all  adhesions  and  the  removal  of  the  appendix  in  all  cases  of  acute 
suppurative  appendicitis,  and  they  report  good  results.  We  all 
know  that  each  case  is  a  law  unto  itself,  and  yet  I  believe  it  is  the 
duty  of  every  surgeon  to  make  a  complete  operation  in  the  vast 
majority  of  cases.  We  are  certainly  called  to  patients  at  the  elev- 
enth hour  where  it  is  necessary  to  do  a  life-saving  operation,  but 
they  are  becoming  more  and  more  rare,  and  I  believe  the  time  is 
not  far  distant  when  all  surgeons  will  advise  the  breaking  up  of 
all  adhesions,  the  removal  of  every  diseased  appendix,  and  the 
closing  of  the  incision,  as  we  do  now  in  the  operation  for  pyosal- 
pinx  as  advised  by  Morris,  Price,  and  McMurtry.  In  my  last 
three  cases  I  have  followed  that  method,  and  the  results  have  been 
far  beyond  my  expectations.  In  each  case  pus  was  evacuated,  the 
cavity  cleansed  with  hydrogen  peroxide  and  distilled  water,  and 
the  entire  abdominal  cavity  throughly  flushed,  a  glass  drainage- 
tube  placed  down  to  the  stump,  and  the  incision  closed.  Two  of 
the  cases  were  discharged  in  three  and  one  in  four  weeks. 

Case  I. — E.  W.,  aged  six  years,  male  ;  residence,  Youngstown, 
Ohio.  Was  taken  sick  May  19, 1891 ;  sudden  severe  pain,  nausea 
and  vomiting,  increased  temperature,  and  localized  tender  mass  in 
right  iliac  region;  medical  treatment  for  eight  days.  Operation 
May  27,  1891  :  lateral  incision;  about  a  teacupful  of  thick  pus 
evacuated;  appendix  not  removed;  irrigation,  drainage,  and  gauze 
packing  ;  discharged.    Recovered  in  five  weeks. 

Case  II. — J.  G.,  male,  aged  seventeen  years,  clerk  in  a  grocery 
store  ;  residence,  Youngstown,  Ohio.  After  lifting  a  barrel  of  sugar, 
October  7,  1892,  he  complained  of  sudden  severe  pain  in  the  abdo- 
men, nausea  and  vomiting,  increased  temperature,  and  localized 
tenderness  in  the  right  iliac  region.  Was  treated  for  typhoid  fever 
until  October  24th,  when  I  was  asked  to  see  him  in  consultation. 
Patient  was  lying  in  bed  with  both  knees  flexed,  abdomen  very 
tympanitic;  temperature  102°;  pulse  100,  with  a  well-defined  ten- 
der mass  in  the  right  iliac  region.  Operation  advised  and  urged  ; 
consent  withheld  until  October  27th:  lateral  incision;  about  a  pint 
of  fecal-smelling  pus  evacuated  ;  appendix  not  removed;  cavity 
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irrigated,  drained,  and  packed  with  gauze ;  temperature  and  pulse 
dropped  to  normal.  Fecal  fistula  on  third  day.  The  eleventh  day 
after  operation  complained  of  pain  in  the  left  iliac  region.  Con- 
tinued to  grow  worse  until  the  sixteenth  day,  when,  with  the  abdo- 
men very  much  distended,  temperature  103°,  pulse  180,  I  opened 
the  abdomen  with  a  median  incision  and  evacuated  about  a  quart 
of  sero-purulent  fluid ;  abdominal  cavity  thoroughly  irrigated, 
drained,  and  packed.  Reacted  well,  and  did  nicely  until  the 
twenty-second  day.  Death  on  the  twenty-fourth  day  after  the  first 
operation. 

Case  III. — F.  M.,  aged  thirty  years,  married,  American;  resi- 
dence, Warren,  Ohio.  Patient  of  Dr.  Sherwood.  Sudden  severe 
abdominal  pain,  nausea,  increased  temperature,  and  localized  ten- 
derness in  right  iliac  region,  February  1, 1893;  medical  treatment ; 
was  able  to  be  out  and  attend  to  business  February  15th.  Febru- 
ary 18th,  severe  chill,  temperature  105°,  pulse  120.  Seen  in  con- 
sultation 9  a.m.,  February  19th;  temperature  normal,  pulse  80, 
abdomen  slightly  distended,  and  there  was  a  well-defined  tender 
mass  in  the  right  iliac  region.  Operation  2  p.m.,  February  19th: 
lateral  incision  ;  about  a  teacupf ul  of  thick,  fecal-smelling  pus  evac- 
uated ;  appendix  not  removed  ;  irrigated,  drained,  and  packed  with 
gauze.  Fecal  fistula  on  fourth  day.  Made  a  good  recovery,  with 
fistula  closed,  in  six  weeks. 

Case  IV. — Mrs.  C.  II ,  aged  twenty-three  years  ;  residence, 
Girard,  Ohio.  Patient  of  Dr.  Warren.  Pregnant  about  six 
months.  Was  taken  suddenly  ill  with  symptoms  of  appendicitis 
April  8,  1893.  Seen  in  consultation  April  13th  ;  severe  pain,  with 
a  well-defined  tender  mass  in  right  iliac  region  ;  temperature  102°; 
pulse  116.  Operation  4  p.m.,  April  14th  :  lateral  incision;  no  pus  ; 
an  enlarged,  inflamed  appendix  removed;  incision  closed  with  silk- 
worm-gut ;  premature  labor  on  tenth  day  after  operation ;  good 
recovery. 

Case  V. — S.  McC,  aged  forty  years,  married,  occupation  pud- 
dler ;  residence,  city.  June  23,  1893,  sudden  severe  pain  over  entire 
abdomen,  nausea,  vomiting,  increased  temperature,  and  localized 
tenderness  in  right  iliac  region.  I  was  called  June  .  27th.  He 
was  suffering  pain ;  right  rectus  muscle  very  rigid ;  temperature 
100°;  pulse  80,  and  a  very  tender  mass  in  the  right  iliac  region; 
medical  treatment.    At  10  a.m.,  June  29th,  patient  seemed  much 
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better;  temperature  99°;  pulse  60;  11.30,  severe  chill,  lastiug  over 
one  hour;  severe  paiu  over  entire  abdomen;  abdomen  tympanitic 
and  tender  upon  pressure;  expression  anxious;  temperature  102°; 
pulse  100 ;  removed  to  City  Hospital.  Operation  at  2  p.m.,  June 
29th:  lateral  incision;  fecal-smelling  pus  evacuated;  appendix 
not  removed  ;  irrigation,  drainage,  and  gauze  packing.  Recovery 
uneventful. 

Case  VI. — W.  B.,  aged  twenty-six  years,  male,  married,  steel- 
worker  ;  residence,  Brier  Hill,  Ohio.  Patient  of  Dr.  H.  E.  Blott. 
Was  taken  sick  at  3  a.m.,  December  8, 1893.  Sudden  severe  pain 
in  region  of  umbilicus,  nausea,  vomiting,  increased  temperature, 
and  localized  tenderness  in  right  iliac  region  ;  saline  treatment.  I 
was  asked  to  see  him  in  consultation  at  9  a.m.,  December  9th. 
Abdomen  tympanitic,  with  rigidity  of  right  rectus  muscle,  and 
exquisite  tenderness  in  right  iliac  region ;  temperature  101°;  pulse 
100.  Continued  saline  treatment.  Operation  at  City  Hospital, 
December  14th  :  oblique  incision  over  most  prominent  part  of 
mass ;  about  four  ounces  of  pus  evacuated  ;  appendix  not  removed  ; 
irrigation,  drainage,  and  gauze  packing.  Pneumonia  in  right  lung 
on  sixth  clay.  The  incision  was  reopened  twice,  and  from  two  to 
four  drachms  of  pus  evacuated  each  time.  Recovery  slow  but  good. 
Was  in  the  hospital  sixty-three  days.  Ventral  hernia  one  year  later. 

Case  VII. — B.  C. ,  aged  twenty-four  years,  male,  single,  laborer  ; 
residence,  Niles,  Ohio.  Patient  of  Dr.  A.  J.  Leitch.  December 
1,  1893,  usual  symptoms  of  appendicitis.  Medical  treatment  until 
December  21st,  when  I  saw  him  in  consultation.  A  large,  fluct- 
uating mass  in  right  iliac  region,  extending  almost  to  the  umbili- 
cus ;  temperature  102°;  pulse  100.  Operation  4  p.m.,  December 
21st :  incision  over  the  most  prominent  part  of  mass  ;  about  three 
pints  of  pus  evacuated  ;  appendix  not  removed ;  irrigation,  drain- 
age, and  gauze  packing.    Recovery  uninterrupted. 

Case  VIII.1 — L.  H,  aged  twenty-six  years,  female,  single  ;  resi- 
dence, Warren,  Ohio.  Patient  of  Dr.  Sabin.  Operation  during 
interval  between  attacks,  three  months  after  first  attack.  Opera- 
tion 10  a.m.,  July  26, 1894,  at  Youugstown  City  Hospital :  incis- 
ion over  cecum;  appendix,  buried  in  mass  of  dense  adhesions,  was 
removed ;  incision  closed  with  silkworm-gut.     Patient  did  well 

i  Cases  VIII.,  IX.,  X.,  XI.,  and  XII.  were  reported  in  full  at  the  Toronto  meeting,  1894, 
and  inthe  Annals  of  Gynecology  and  Pediatrics. 
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until  the  sixth  day,  when  symptoms  of  obstruction  developed. 
August  1st,  incision  reopened,  obstruction  liberated.  Fecal  fistula 
on  second  day.  Slow  but  good  recovery  after  being  in  hospital 
fifty-five  days.    September  1,  1895,  fecal  fistula  is  still  open. 

Case  IX. — D.  McN".,  aged  thirty-two  years,  male,  married,  pud- 
dler;  residence,  city.  Patient  of  Dr.  J.  J.  Thomas.  Was  taken 
sick  at  3  a.m.,  July  23, 1894.  Typical  symptoms  of  appendicitis. 
Operation  at  City  Hospital,  5.30  p.m.,  July  26th  :  oblique  incision  ; 
pus  evacuated,  appendix  removed  ;  irrigation,  drainage,  and  gauze 
packing.    Recovery  uninterrupted. 

Case  X. — G.  H.,  aged  twenty-seven  years,  married,  painter; 
residence,  city.  Patient  of  Dr.  A.  M.  Clark.  Typical  symptoms 
of  appendicitis,  July  4,  1894.  Operation  at  City  Hospital,  10  a.m., 
July  27th :  oblique  incision  over  cecum  ;  a  very  large  appendix, 
containing  pus,  was  removed  ;  gauze  drainage  ;  incision  closed  with 
silkworm-gut.    Recovery  uninterrupted. 

Case  XI. — G.  L.,  aged  thirteen  years,  female,  single  ;  residence, 
city.  Patient  of  Dr.  H.  E.  Blott.  I  was  asked  to  see  her  in  con- 
sultation at  10  p.m.,  July  27, 1894,  on  eighth  day  of  illness.  She 
had  a  severe  chill  during  the  night ;  temperature  lOOf  °;  pulse  112. 
At  10  p.m.  temperature  102|°;  pulse  120;  abdomen  tympanitic, 
face  flushed,  tongue  dry,  and  she  was  very  restless.  Examination 
revealed  a  fluctuating  tumor  in  right  iliac  region.  Operation  at 
midnight  at  City  Hospital:  oblique  incision;  nearly  a  quart  of 
pus  evacuated;  appendix  gangrenous  its  entire  length,  detached 
from  cecum  and  washed  out  during  irrigation  ;  there  was  also  a 
large  gangrenous  spot  on  posterior  surface  of  cecum  ;  thorough  irri- 
gation, drainage,  and  gauze  packing.  Death  from  septic  peritonitis 
sixty-five  hours  after  operation.  Autopsy  :  extensive  adhesions 
throughout  the  abdominal  cavity;  cavity  filled  with  pus ;  almost 
the  entire  posterior  surface  of  cecum  gangrenous. 

Case  XII. — L.  L.,  aged  thirty-three  years,  male,  single,  mer- 
chant; residence,  Girard,  Ohio.  Patient  of  Dr.  Brooks.  Sudden 
severe  pain  in  abdomeu  at  10  a.m.,  August  27,  1894,  followed  by 
nausea,  vomiting,  increased  temperature,  and  localized  tenderness 
in  the  right  iliac  region.  I  was  asked  to  see  him  in  consultation 
at  8  P.M.,  August  29th.  He  was  slightly  delirious,  had  an  anxious 
expression,  dry  tongue,  and  slightly  accelerated  respiration;  tem- 
perature 99f°;  pulse  116;  abdomen  moderately  flat  on  left  side, 
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with  some  fulness  and  exquisite  tenderness  in  right  iliac  region. 
Operation  at  midnight,  August  29th  :  lateral  incision  ;  four  ounces 
of  pus  evacuated ;  appendix  removed ;  appendix  perforated  mid- 
way between  distal  and  cecal  end,  contained  pus  and  a  large  fecal 
concretion  ;  irrigation,  drainage,  and  gauze  packing.  Death  from 
septic  peritonitis  twenty-seven  hours  after  operation.  Autopsy  : 
intestines  matted  together,  and  a  large  quantity  of  pus  in  the 
abdominal  cavity. 

Case  XIII. — C.  L.,  aged  twenty-five  years,  male,  colored,  single  ; 
residence,  city.  Case  occurred  in  the  practice  of  Dr.  M.  S.  Clark. 
Patient  was  taken  suddenly  ill  with  severe  pain  in  the  abdomen  at 
3  a.m.,  September  10, 1894.  There  were  nausea  and  vomiting,  and 
during  the  afternoon  the  pain  became  localized  in  the  right  iliac 
region.  Dr.  Clark  was  called  at  5  p.m.,  September  12th.  At  2 
p.m.,  September  13th,  I  was  asked  to  see  him  in  consultation.  I 
found  him  with  both  knees  flexed ;  abdomen  tympanitic,  and  very 
tender  upon  the  slightest  pressure;  expression  anxious;  tongue 
heavily  coated,  but  moist ;  temperature  102°;  pulse  128.  Opera- 
tion at  3  P.M.,  September  13th:  lateral  incision  ;  a  large  quantity  of 
pus  evacuated  ;  the  appendix,  gangrenous  its  entire  length,  was 
removed,  adhesions  all  broken  up,  cavity  thoroughly  irrigated, 
drained,  and  packed.  Death  four  hours  after  operation.  Autopsy 
revealed  general  septic  peritonitis,  a  large  portion  of  omentum 
gangrenous  and  adherent  to  cecum. 

Case  XIV. — Mrs.  E.  P.,  aged  thirty  years;  residence,  Niles, 
Ohio.  Patient  of  Dr.  C.  C.  Williams.  Right  pyosalpinx  involv- 
ing the  appendix.  First  attack  of  appendicitis  September,  1891 ; 
was  confined  to  bed  about  two  weeks.  August  23,  1894,  she  com- 
plained of  sudden  severe  pain  in  the  abdomen,  followed  by  nausea, 
increased  temperature,  and  localized  tenderness.  She  improved 
under  medical  treatment,  and  was  able  to  consult  me  at  my  office 
September  11th.  Examination  revealed  an  enlarged,  retroverted, 
and  prolapsed  uterus,  and  a  large,  sensitive  mass  completely  filling 
the  right  pelvis.  By  a  bimanual  examination  I  could  outline  a 
large,  sausage-shaped  mass  connected  with  the  uterus  on  right  side; 
temperature  102°;  pulse  104.  Diagnosis  :  right  pyosalpinx  involv- 
ing the  appendix.  Operation  at  City  Hospital,  September  15, 1894  : 
median  incision ;  small  intestines  matted  together  and  adherent  to 
parietal  peritoneum.     In  liberating  adhesions  a  sac  containing 
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about  eight  ounces  of  pus  was  ruptured ;  cavity  thoroughly  irri- 
gated. In  liberating  the  matted  intestines,  which  involved  between 
three  aud  four  feet,  I  discovered  a  complete  rupture  of  the  ileum 
about  fifteen  inches  from  the  ileo-cecal  valve;  an  eud-to-end  anas- 
tomosis with  a  medium-sized  Murphy  button.  Neither  appendix 
nor  right  pyosalpinx  was  removed.  Thorough  irrigation,  drainage- 
tube  placed  in  position,  and  incision  closed  with  silkworm-gut. 
Shock  pronounced ;  pulse  160.  Button  passed  on  the  twenty- 
second  day,  and  patient  left  the  hospital  on  thirty-third  day  after 
operation. 

Case  XV. — A.  J.,  aged  eighteen  years,  female,  single  ;  residence, 
Niles,  Ohio.  Patient  of  Dr.  A.  J.  Leitcb.  October  18,  1894, 
sudden  severe  pain  in  abdomen,  nausea,  vomiting,  increased  tem- 
perature, and  localized  tenderness  in  the  right  iliac  region.  Oper- 
ation, October  22d  :  lateral  incision  ;  appendix  enlarged,  inflamed 
and  gangrenous  at  distal  end,  was  removed  ;  small  gauze  drainage  ; 
incision  closed  with  silkworm-gut.    Recovery  unintei'rupted. 

Case  XVI. — J.  E.,  aged  forty-seven  years,  male,  married,  resi- 
dence, Hubbard,  Ohio.  Patient  of  Dr.  McMurray.  Was  taken 
suddenly  ill  November  5,  1894.  Sudden  severe  pain  in  the  abdo- 
men, nausea  and  vomiting;  temperature  103°;  pulse  120.  Usual 
medical  treatment  until  November  12th,  when  I  saw  him  in  con- 
sultation. A  well-defined  tender  mass  in  the  right  iliac  region; 
temperature  normal ;  pulse  80.  Operation  3  p.m.,  November  12th  : 
lateral  incision;  about  a  teacupful  of  fecal-smelling  pus  evacuated 
and  a  gangrenous  appendix  removed  ;  irrigated,  drained,  and  packed 
with  gauze.  Fecal  fistula  on  fifth  day;  fistula  entirely  closed  at 
the  end  of  the  sixth  week.    Patient  discharged  cured. 

Case  XVII. — W.  H. ,  aged  twenty-two  years,  male,  married; 
residence,  city.  Patient  of  Dr.  J.  E.  Cone.  Was  taken  sick  Jan- 
uary 16,  1895.  Typical  symptoms  of  appendicitis.  Operation  at 
City  Hospital,  January  18th:  lateral  incision;  a  gangrenous,  per- 
forated appendix  removed ;  irrigated,  drained,  and  packed  with 
gauze.    Recovery  uninterrupted. 

Case  XVIII. — T.  D.,  aged  fourteen  years,  male ;  residence,  city. 
Patient  of  Dr.  B.  F.  Hawn.  June  13,  1895,  typical  symptoms 
of  appendicitis ;  was  at  once  placed  upon  medical  treatment.  June 
17th,  tenderness  in  the  right  iliac  region  gradually  disappearing. 
June  18th,  could  outline  a  mass  in  right  iliac  region.    June  21st, 
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a  second  mass  to  the  left  of  the  median  line  was  discovered.  June 
24th,  has  had  continued  high  temperature;  the  mass  in  the  right 
side  decreased  in  size,  while  the  one  in  left  continued  increasing. 
Seen  in  consultation  at  9  a.m.,  June  27th;  mass  in  left  side  was 
quite  large  and  fluctuating.  Operation  at  City  Hospital  at  3  P.M. : 
lateral  incision  over  cecum;  a  small  quantity  of  fecal-smelling  pus 
evacuated ;  after  irrigation  the  adhesions  were  liberated,  a  gan- 
grenous appendix  removed,  and  about  a  pint  of  sero-purulent  fluid 
evacuated  from  mass  in  left  side  ;  thorough  irrigation,  drainage,  and 
gauze  packing.  Made  a  good  recovery  ;  discharged  five  weeks  after 
operation. 

Case  XIX. — E.  B.,  aged  thirteen  years,  male  ;  residence,  Girard, 
Ohio.  Patient  of  Dr.  Williams.  Beginning  of  attack  July  4, 1895  ; 
sudden  severe  pain,  nausea,  vomiting,  increased  temperature,  and 
localized  tenderness.  July  8th,  severe  chill ;  Dr.  "Williams  was 
called  ;  temperature  102°;  pulse  110;  bowels  had  not  moved  for 
five  days,  and  there  was  a  well-defined  tender  mass  in  right  iliac 
region  ;  saline  cathartics  ordered  ;  evening  temperature  103°;  pulse 
1 24  ;  all  symptoms  much  worse.  I  saw  him  in  consultation  at  6 
a.m.,  July  9th;  advised  and  urged  immediate  operation;  consent 
withheld  ;  advised  medical  treatment,  but  gave  an  unfavorable 
prognosis;  evening  temperature  103°;  pulse  168.  July  10th,  6 
a.m.,  temperature  102°;  pulse  150;  abdomen  tympanitic;  general 
symptoms  worse;  evening  temperature  102°;  pulse  152.  July 
11th,  temperature  100°;  pulse  120  ;  bowels  moved  freely  six  times 
during  the  night.  July  12th  to  20th,  temperature  normal,  pulse 
ranged  from  98  to  108  ;  abdominal  symptoms  improved  every  day. 
July  20th  to  23d,  pain,  tympanites,  and  increased  temperature  re- 
turned. At  4  p.m.,  July  23d,  I  was  asked  to  see  him  agaiu,  and 
to  come  prepared  to  operate.  On  account  of  surroundings,  together 
with  ignorance  of  parents,  I  refused  to  operate  unless  he  be  sent  to 
the  City  Hospital.  Operation  at  9  p.m.,  July  23d:  lateral  incision; 
pus  evacuated,  adhesions  broken  up,  and  the  appendix,  gangrenous 
and  perforated,  was  removed ;  a  large  gangrenous  spot  in  the  ileum 
discovered,  about  six  inches  of  bowel  resected,  and  an  end-to-end 
anastomosis  with  the  Murphy  button  was  made ;  thorough  irriga- 
tion, drained,  and  packed.  Fecal  fistula  on  third  day,  entirely 
closed  on  twentieth  day;  button  passed  on  thirteenth  day.  Recov- 
ery slow  but  good  ;  ventral  hernia. 
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Case  XX. — F.  H.,  aged  ten  years,  male ;  residence,  city.  Patient 
of  Dr.  H.  E.  Blott.  Was  taken  sick  September  8,  1895 ;  pain, 
nausea,  vomiting,  increased  temperature,  and  localized  tenderness 
in  right  iliac  region  ;  saline  treatment  ordered.  I  saw  him  in  con- 
sultation September  13th.  Found  typical  symptoms  of  appen- 
dicitis; a  well-defined  tender  mass  between  the  short  ribs  and  crest  of 
ilium,  its  lower  margin  on  a  level  with  the  anterior-superior  process 
of  ilium.  Operation  at  City  Hospital,  10  a.m.,  September  14th: 
incision  over  the  most  prominent  part  of  mass ;  feral-smelling  pus 
evacuated  and  two  large  fecal  concretions  removed  ;  appendix  not 
removed  ;  irrigated,  drained,  and  packed.    Good  recovery. 

Case  XXI. — E.  C,  aged  eighteen,  male;  residence,  Hubbard, 
Ohio.  Patient  of  Dr.  McMurray.  Typical  symptoms  November 
24,  1895  ;  medical  treatment ;  saline  cathartics  until  free  catharsis; 
morphia  sulphate  to  relieve  pain.  Seen  in  consultation  November 
27th;  localized  pain  in  right  iliac  region,  very  tender  upon  pres- 
sure; was  at  once  removed  to  the  Youngstown  City  Hospital. 
Operation  10  A.M.,  November  28th:  lateral  incision;  a  small 
quantity  of  thin,  white  fluid  evacuated ;  gangrenous  appendix  re- 
moved;  irrigated,  drained,  and  packed.  Recovered,  and  left  the 
hospital  five  weeks  after  operation. 

Case  XXII. — M.  D.,  aged  twenty -five  years,  widow,  occupation 
bookkeeper ;  residence,  Niles,  Ohio.  Patient  of  Dr.  A.  J.  Leitch. 
December  6,  1895,  sudden  severe  pain  in  abdomen,  followed  by 
typical  symptoms  of  appendicitis.  Dr.  Leitch  was  called  De- 
cember 7th.  Patient  placed  upon  medical  treatment.  Operation 
10  a.m.,  December  16th:  lateral  incision;  a  teacupful  of  pus  evac- 
uated ;  two  fecal  concretions  and  the  gangrenous,  perforated  appen- 
dix removed.    Recovery  good. 

Case  XXIII. — Mrs.  S.  D.,  aged  twenty-four  years ;  residence, 
Niles,  Ohio.  Patient  of  Dr.  C.  C.  Williams.  History  :  youngest 
child  one  year  old;  had  first  attack  two  months  before  birth  of  last 
child;  was  confined  to  bed  three  months;  has  not  been  well  since 
November,  1894 ;  had  an  attack  of  severe  pain  in  the  abdomen, 
followed  by  nausea,  vomiting,  increased  temperature,  and  localized 
tenderness  in  right  iliac  region,  January  14,  1896.  I  saw  her  in 
consultation  January  17th ;  there  was  a  well-defined  tender  mass 
in  the  right  iliac  region.  Vaginal  examination:  a  large  mass  in 
both  right  and  left  pelves.  Diagnosis:  double  pyosalpiux  involving 
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the  appendix.  Operation  at  her  residence  at  10  a.m.,  January 
19th:  median  incision;  a  large  appendix,  bound  down  by  adhe- 
sions and  containing  pus,  was  removed  first ;  the  appendages  were 
bound  down  by  firm  adhesions,  and  both  tubes  contained  a  large 
quantity  of  pus.  I  had  just  cut  away  the  last  tube  and  ovary  when 
the  patient  became  pulseless  and  went  into  collapse ;  the  abdomen 
was  hurriedly  flushed  with  hot  distilled  water,  a  drainage-tube 
placed  in  position,  the  pelvis  packed  with  gauze,  and  the  incision 
closed  with  three  silkworm-gut  sutures.  Patient  was  put  in  bed 
almost  pulseless,  external  heat  applied,  and  strychnia,  digitalis,  and 
nitroglycerin  freely  given  hypodermatically ;  she  reacted  in  about 
five  hours,  and  made  a  slow  but  good  recovery. 

Case  XXIV. — A.  L. ,  aged  thirty  years,  male;  residence,  city. 
Patient  of  Drs.  J.  H.  Bennett  and  B.  F.  Hawn.  Severe  pain  in 
right  iliac  region,  with  nausea  and  slight  fever,  lasting  about  twelve 
hours,  December  1,  1895.  January  29,  1896,  had  a  severe  chill, 
followed  by  pain  in  the  right  iliac  region ;  vomiting,  increased 
temperature,  and  localized  tenderness ;  medical  treatment  ordered. 
Patient  was  removed  to  the  Youngstown  City  Hospital  February 
9th,  and  I  was  asked  to  see  him  in  consultation  February  10th ; 
abdomen  tympanitic  and  hard  ;  marked  dulness  and  very  tender  in 
right  iliac  region ;  expression  anxious,  tongue  dry,  and  the  right 
parotid  gland  as  large  as  a  fair-sized  lemon;  temperature  101°; 
pulse  120.  Operation  at  12.30  p.m.  :  lateral  incision  over  cecum; 
a  large  quantity  of  pus  evacuated ;  appendix  not  removed ;  irri- 
gated, drained,  and  packed  with  gauze.  Discharged,  recovered, 
six  weeks  after  operation. 

Case  XXV. — E.  H.  W.,  aged  twenty-four  years,  male,  married ; 
residence,  city.  Patient  of  Drs.  R.  H.  Montgomery  and  A.  M. 
Clark.  First  attack  August,  1893,  lasting  ten  days  ;  second  attack 
October,  1895,  lasting  one  week;  third  attack  December,  1895, 
ten  days'  duration.  February  14,  1896,  complained  of  slight  col- 
icky pains  in  the  abdomen;  2  a.m.,  February  15th,  pains  severe, 
nausea,  vomiting  ;  9  a.m.,  increased  temperature  and  localized  ten- 
derness in  the  right  iliac  region.  Seen  in  consultation  at  2  p.m., 
February  16th ;  temperature  99|°;  pulse  96,  full  and  bounding ; 
tongue  heavily  coated  ;  upon  deep  pressure  a  very  tender  mass  could 
be  outlined  in  the  right  iliac  region.  An  immediate  operation  was 
advised,  but  the  family  would  not  consent.   He  seemed  to  improve 
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until  February  20th,  when  all  symptoms  increased  in  severity ; 
temperature  103°;  pulse  100.  Operation  at  4  P.  m.  ,  February  20th  : 
usual  lateral  incision ;  a  small  amouut  of  fecal-smelling  pus  evacu- 
ated ;  a  large  fecal  concretion  removed ;  appendix  not  removed ; 
irrigated,  drained,  and  packed  with  gauze.  Recovery  uninter- 
rupted. 

Case  XXVI. — Mrs.  C.  B.,  aged  thirty  years;  residence,  Girard, 
Ohio.  Patient  of  Dr.  Williams.  February  16,  1896,  pain  in 
region  of  stomach,  nausea,  but  no  vomiting,  temperature  normal, 
pulse  100 ;  salines  ordered.  February  17th,  had  a  severe  chill 
during  the  night,  pain  more  severe,  localized  tenderness  in  the  right 
side;  temperature  105°;  pulse  160.  February  18th,  bowels  moved 
freely  during  the  night;  very  much  improved;  temperature  101°; 
pulse  100.  Seen  in  consultation  February  22d.  Patient  was  lying 
in  bed  with  both  knees  flexed  ;  abdomen  very  much  distended  and 
hard;  rigidity  of  right  rectus  muscle  and  exquisite  tenderness  in  the 
right  iliac  region;  temperature  100°;  pulse  108.  Operation  at 
Youngstown  City  Hospital  1  p.m.,  February  23d  :  lateral  incision 
over  cecum ;  about  four  ounces  of  pus  evacuated  ;  adhesions  broken 
up,  liberating  a  quantity  of  sero-purulent  fluid;  appendix  gangren- 
ous and  perforated,  removed ;  cecum  gangrenous  in  spots.  Thor- 
ough irrigation  of  entire  abdominal  cavity,  drained  and  packed. 
Death  forty  hours  after  operation.  Autopsy :  abdominal  cavity 
walled  off  by  recent  adhesions;  no  fluid  in  the  cavity;  cecum 
slightly  distended  and  gangrenous  near  the  colonic  extremity; 
ascending  colon  dark-bluish  color,  extending  about  eight  inches 
from  cecum ;  stump  of  appendix  healthy  and  in  good  condition. 

Case  XXVII. — M.  J.  A.,  aged  forty-two  years,  male,  married, 
occupation  manufacturer  ;  residence,  city.  Patient  had  diarrhea  three 
weeks  preceding  attack.  Complained  of  some  pains  at  bedtime 
August  26,  1896.  I  was  called  to  see  him  at  4  a.m.,  August  27th; 
complained  of  pain  over  the  entire  abdomen,  not  acute  or  colicky, 
but  more  like  a  heavy  pressure.  Gave  calomel  and  podophyllin. 
At  noon  pain  more  severe,  nausea  and  vomiting;  pulse  76;  tem- 
perature normal;  saline  cathartics  ordered.  At  6  p.m.,  tempera- 
ture 101°;  pulse  76.  August  28th,  7  a.m.,  had  a  fairly  comfort- 
able night ;  bowels  moved  freely ;  pain  in  the  abdomen  relieved ; 
slight  soreness  in  right  iliac  region  ;  deep  pressure  did  not  produce 
acute  pain  ;  gave  two  ounces  of  castor  oil ;  four  large  fecal  passages  ; 
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6  p.m.,  temperature  102°  ;  pulse  80.  Diagnosis:  catarrhal  appen- 
dicitis with  a  possibility  of  typhoid  fever.  He  was  placed  upon 
the  antiseptic  and  eliminative  treatment  of  typhoid  fever,  in  order 
to  be  on  the  safe  side  should  marked  typhoid  symptoms  develop. 
Positive  diagnosis  of  appendicitis,  September  4th,  the  ninth  day  of 
illness.  During  the  tenth,  eleventh,  and  twelfth  days  all  symp- 
toms improved,  and  it  looked  as  though  he  would  recover  without 
surgical  interference.  On  the  thirteenth  day  all  symptoms  increased 
in  severity,  and  patient  continued  growing  worse  until  September 
11th,  when  Dr.  J.  B.  Murphy  saw  him  in  consultation.  Opera- 
tion by  Dr.  Murphy  at  11  a.m.,  September  11th,  sixteenth  day  of 
sickness  :  incision  along  the  outer  margin  of  rectus  muscle ;  a  small 
abscess,  deep  in  the  pelvis,  over  the  psoas  muscle,  containing  about 
four  ounces  of  thick  pus,  was  evacuated  ;  the  appendix,  very  large, 
pointing  upward  and  outward  and  embedded  in  the  abscess  cavity, 
was  not  removed  ;  no  irrigation;  drained  and  packed.  Recovery 
uninterrupted. 

Case  XXVIII. — B.  G.,  aged  five  years,  female;  residence,  city. 
Patient  of  Dr.  A.  M.  Clark.  Complained  of  slight  colicky  pains 
in  abdomen  September  18,  1896,  but  attended  school  as  usual  until 
noon  of  September  22d,  when  the  pains  became  more  severe;  nausea 
and  vomiting.  Dr.  Clark  was  called  at  4  A.M.,  September  23d; 
pains  severe,  abdomen  tympanitic,  localized  tenderness  in  the  right 
iliac  region,  frequent  vomiting,  with  increased  temperature  and 
rapid  pulse.  This  condition  continued  increasing  in  severity  until 
6  a.m.,  September  25th,  when  I  saw  her  in  consultation;  tempera- 
ture 102°;  pulse  120.  Operation  at  City  Hospital  10  a.m.,  Sep- 
tember 25th  :  lateral  incision  over  cecum;  about  a  half-pint  of 
sero-purulent  fluid  evacuated;  appendix  not  removed;  drained 
and  packed;  shock  profound;  pulse  160.  Death  seventeen  hours 
after  operation.  Superficial  autopsy  revealed  a  second  abscess 
cavity  in  the  region  of  the  liver,  containing  about  a  pint  of  sero- 
purulent  fluid;  intestines  matted  together;  appendix  gangrenous 
and  perforated;  general  septic  peritonitis. 

Case  XXIX. — S.  G.,  aged  forty  years,  female,  single  ;  residence, 
city.  During  the  night  of  September  24,  1896,  complained  of 
sudden  severe  pain  extending  over  the  entire  abdomen.  September 
25th,  nausea  and  vomiting,  with  increased  temperature ;  saline 
cathartics  given  until  free  catharsis.     September  26th,  localized 
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pain  in  right  iliac  region,  tender  upon  deep  pressure ;  has  been  up 
attending  to  her  daily  work.  September  27th  and  28th,  confined 
to  bed  ;  small  mass  in  the  right  iliac  region.  Operation  at  City 
Hospital  8  p.m.,  September  28th:  lateral  incision  over  cecum; 
appendix  removed,  found  to  be  perforated  into  a  small  abscess-sac 
in  the  meso-appendix,  coutaining  about  a  half-ounce  of  thick  pus  ; 
irrigated,  drained,  and  the  incision  partly  closed  with  silkworm-gut. 
Recovery  uneventful. 

Case  XXX. — E.  H.  W.,aged  twenty-five  years,  male,  married  ; 
residence,  city.  Patient  of  Dr.  A.  M.  Clark.  Recurrent  appendi- 
citis after  operation  and  evacuation  of  pus-sac.  Was  taken  ill  during 
the  night  of  February  12,  1897  ;  sudden  severe  pain  in  abdomen ; 
nausea  and  vomiting.  Seen  in  consultation  February  14th ;  in- 
creased temperature  and  localized  tenderness  in  right  iliac  region. 
Operation  advised,  but  consent  withheld.  Patient  continued  grow- 
ing worse  until  February  18th,  when  he  was  removed  to  City  Hos- 
pital, and  operation  at  4  p.m.  ;  lateral  incision  in  line  of  old  cicatrix  ; 
about  four  ounces  of  pus  evacuated ;  search  made  for  appendix, 
unsuccessful;  two  fecal  concretions  removed;  irrigation,  drainage, 
and  gauze  packing.  Recovered. 

Case  XXXI. — F.  H.,  aged  eleven  years,  male;  residence,  city. 
Recurrrent  appendicitis  after  operation  and  evacuation  of  pus-sac, 
September  14,  1895.  I  was  called  to  see  patient  February  21, 
1897.  Had  been  taken  ill  with  sudden  pain  in  the  abdomen,  with 
nausea  and  vomiting,  February  14, 1897.  The  next  day  there  was 
increased  temperature  followed  by  localized  tenderness  in  the  right 
iliac  region.  Operation  at  City  Hospital  at  10  a.m.,  February 
21st :  lateral  incision  in  line  of  old  cicatrix;  pus  evacuated;  a  very 
large  fecal  concretion  removed;  appendix  not  removed;  irrigation, 
drainage,  and  gauze  packing.  Discharged  from  hospital  in  five 
weeks. 

Case  XXXII. — W.  K.,  aged  fourteen  years,  male;  residence, 
Canfield,  Ohio.  Patient  of  Dr.  Nash.  May  8, 1897,  sudden  severe 
pain  in  the  abdomen,  nausea,  aud  vomiting;  temperature  101°; 
pulse  90 ;  abdomen  tympanitic,  and  expression  anxious ;  ordered 
ice-bags  to  abdomen  and  gave  opium  freely.  May  9th,  all  symp- 
toms improved ;  temperature  100°;  pulse  85.  May  10th,  about 
the  same.  May  11th,  9  a.m.,  increased  pain  in  the  right  iliac 
region  ;  temperature  103°;  pulse  95,  full  and  bounding  ;  hot  appli- 

Obst  Soc  25 


386 


GEORGE  S.  PECK, 


cations  to  the  abdomen  and  opium  pushed  to  the  limit.  I  saw  the 
patient  in  consultation  at  5  p.m.  May  12th,  temperature  100°; 
pulse  104;  respiration  slow,  very  drowsy,  abdomen  tympanitic,  and 
a  very  tender  mass  in  the  right  iliac  region ;  operation  advised. 
During  the  preparation  for  operation  he  became  quite  cyanotic  and 
very  drowsy,  pupils  dilated,  respiration  twelve  per  minute,  and 
pulse  144 ;  gave  strychnia  sulphate,  one-sixtieth  grain ;  reaction 
in  about  an  hour  ;  pulse  104,  full  and  strong,  and  condition  looked 
favorable  for  operation.  At  8  p.m.  I  made  an  incision  along  the 
outer  border  of  rectus  muscle,  evacuated  a  small  amount  of  pus, 
and  removed  a  gangrenous  appendix ;  irrigation,  drainage,  and 
gauze  packing.  May  13th,  reacted  well  from  the  operation.  At 
2  p.m.,  severe  convlusions ;  at  3  p.m.,  vomited  a  large  quantity  of 
bilious  material.  The  convulsions  continued  at  frequent  intervals 
until  10  p.m.,  becoming  less  in  severity;  rested  well  until  3  a.m., 
May  14th,  when  he  had  a  severe  convulsion,  lasting  several  min- 
utes. Died  during  the  convulsion.  During  the  entire  sickness  the 
bowels  had  moved  freely  and  the  urine  had  been  examined  three 
times,  specific  gravity  1021,  no  albumin. 

Case  XXXIII. — R.  T.,aged  thirty-seven  years,  male,  married, 
farmer;  residence,  Rosemont,  Ohio.  Patient  of  Dr.  R.  C.  Faucett. 
Date  of  attack,  June  14,  1897,  11  a.m.,  colicky  pains  in  abdomen 
and  slight  nausea.  June  15th,  severe  chill,  increased  temperature, 
and  localized  tenderness  in  the  right  iliac  region.  Seen  in  consulta- 
tion at  5  p.m.,  June  16th  ;  temperature  102°  ;  pulse  96  ;  abdomen 
soft  and  flat,  and  a  well-defined  tender  mass  in  the  right  iliac  region. 
His  bowels  had  been  thoroughly  moved  with  Rochelle  salts,  and  he 
expressed  himself  as  feeling  much  better.  Operation  at  10  a.m., 
June  17, 1897:  incision  along  the  outer  border  of  the  rectus  muscle ; 
pus  evacuated ;  cavity  washed  out  with  hydrogen  peroxide,  and 
then  irrigated  with  boiled  water ;  adhesions  all  broken  up  and  a 
perforated  appendix  removed ;  abdominal  cavity  thoroughly  irri- 
gated, a  drainage-tube  placed  in  position,  and  the  incision  closed 
with  silkworm-gut.  Recovery  rapid  ;  discharged  three  weeks  after 
operation. 

Case  XXXIV. — E.  H.  W.,  aged  twenty-five  years,  male,  mar- 
ried; residence,  city.  Patient  of  Dr.  A.  M.  Clark.  Case  of  recurrent 
appendicitis  after  two  operations  for  the  evacuation  of  pus-sacs ; 
removal  of  fecal  concretions  each  time  (see  Cases  XXV.  and 
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XXX.).  Typical  symptoms  of  appendicitis  8  a.m.,  June  17, 
1897.  I  saw  him  in  consultation  at  2  a.m.,  June  18th ;  immedi- 
ate operation  advised ;  consent  withheld ;  the  symptoms  growing 
worse,  he  was  removed  to  the  City  Hospital.  At  4  p.m.,  June 
21st,  I  opened  the  abdomen  through  the  old  incision,  evacuated  a 
small  quantity  of  pus,  cleansed  the  abscess  cavity  with  hydrogen 
peroxide  and  distilled  water,  liberated  all  adhesions,  and  removed 
a  perforated  appendix  ;  thorough  irrigation  of  the  entire  abdominal 
cavity;  glass  drainage-tube  down  to  stump  of  appendix;  half  of 
incision  closed  with  silkworm-gut,  balance  packed  with  gauze. 
Recovery  uninterrupted ;  discharged  four  weeks  after  operation. 

Case  XXXV. — F.  H.,  aged  eleven  years,  male;  residence,  city. 
Recurrent  appendicitis  after  two  operations  for  removal  of  pus  and 
fecal  concretions  (see  Cases  XX.  and  XXXI.).  Was  taken  sick 
at  6  p.m.,  July  23,  1897;  severe  pain  in  the  right  iliac  region, 
nausea,  vomiting,  and  increased  temperature.  I  saw  him  at  8 
a.m.,  July  24th  ;  tenderness  in  the  right  iliac  region;  temperature 
102°;  pulse  100.  Removed  to  City  Hospital.  Operation  at  11 
a.m.,  July  24th:  abdomen  opened  through  old  incision;  a  small 
amount  of  pus  evacuated ;  abscess  cleansed  with  hydrogen  peroxide 
and  distilled  water ;  liberated  all  adhesions  and  removed  a  perfo- 
rated appendix ;  thorough  irrigation  of  entire  abdominal  cavity ; 
drainage-tube  placed  in  position  and  incision  closed  with  two  layers 
of  catgut.  Recovery  rapid  ;  discharged  three  weeks  after  operation. 

Cases  Treated  without  Operation. 

Case  I. — R.  S.,  aged  twenty-three  years,  male,  Swede,  occupation 
tailor;  residence,  city.  First  attack.  During  the  night  of  Decem- 
ber 27,  1890,  he  complained  of  sudden  severe  pain  in  the  abdomen, 
nausea,  and  vomiting.  December  28th,  tenderness  in  the  right 
iliac  region ;  continued  vomiting ;  temperature  102°;  pulse  100 ; 
bowels  constipated ;  ordered  liquid  diet  and  saline  cathartics. 
December  29th,  tender  mass  in  right  iliac  region ;  bowels  moved 
freely ;  temperature  99°;  pulse  80.  December  30th,  continual 
vomiting ;  temperature  normal ;  pulse  76.  Operation  had  been 
advised.  Consultation  at  the  request  of  relatives.  Operation 
rejected  upon  advice  of  consultant.  December  31st,  temperature 
normal;  pulse  80.    January  1,  1891,  much  worse;  sent  to  City 
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Hospital  at  1  p.m.;  5  P.M.,  suddenly  went  into  collapse,  and  died 
at  9  p.m.,  fifth  day  of  illness.  Autopsy  revealed  pus  in  the  ab- 
dominal cavity;  intestines  matted  together;  appendix  gangrenous, 
perforated,  and  containing  a  calculus  which  had  as  a  nucleus  a 
knotted  thread. 

Case  II. — Baby  T.,  aged  ten  months,  female;  residence,  city. 
Patient  of  Dr.  W.  C.  Stafford.  During  the  day  of  April  11, 1892, 
patient  swallowed  several  shirt-buttons.  April  12th,  three  buttons 
were  found  in  the  soiled  diapers.  April  13th,  sudden  severe  pain 
in  the  abdomen,  nausea,  and  vomiting.  I  was  asked  to  see  the 
patient  April  18th.  Physical  signs  :  large  fluctuating  mass  in  the 
right  iliac  region ;  temperature  103°;  pulse  120.  Treatment : 
opium  and  hot  applications.  Operation  advised  ;  consent  withheld. 
Died  April  20th,  seventh  day  of  sickness. 

Case  III. — D.  A.,  aged  thirteen  years,  male;  residence,  city- 
Patient  of  Dr.  A.  M.  Clark.  First  attack ;  date  of  attack,  June 
1,  1893.  Pain,  nausea,  vomiting,  and  increased  temperature. 
Treatment:  salines,  hot  applications,  and  liquid  diet.  Seen  in  con- 
sultation June  5th  ;  large  tender  mass  in  the  right  iliac  region,  and 
rigidity  of  right  rectus  muscle;  temperature  103°;  pulse  100. 
Discharged,  recovered,  June  21st.  March,  1894,  second  attack, 
lasting  ten  days.  May  10,  1894,  third  attack;  appendix  removed 
by  Dr.  W.  H.  Buechner  during  second  day  of  attack.  Recovered. 

Case  IV. — G.  F.,  aged  nine  years,  female;  residence,  city. 
Patient  of  Dr.  J.  E.  Cone.  Typical  symptoms  of  appendicitis 
August  11,  1893.  Doctor  was  called  August  13th.  Treatment : 
opium,  salines,  and  hot  applications.  Seen  in  consultation  5  p.m., 
August  15th  ;  abdomen  very  much  distended;  tender  mass  in  the 
right  iliac  region;  temperature  103°;  pulse  140.  Died  at  9  p.m., 
August  15th.  Autopsy  revealed  general  septic  peritonitis;  appen- 
dix gangrenous  and  perforated. 

Case  V. — J.  E.,  aged  twelve  years,  female;  residence,  city.  Case 
occurred  in  the  practice  of  Dr.  J.  E.  Cone.  First  attack.  Typi- 
cal symptoms  during  the  night  of  October  3,  1893.  Seen  by  Dr. 
Cone  at  10  p.m.,  October  4th.  Treatment:  opium,  salines,  and 
hot  applications.  Seen  in  consultation  2  A.M.,  October  7th;  abdo- 
men tympanitic  and  very  tender;  temperature  99°;  pulse  150; 
patient  in  collapse.    Died  at  3  a.m. 

Case  VI. — M.  T.,  aged  eight  years,  female;  residence,  city.  Dr. 
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H.  E.  Blott  was  called  to  see  the  patient  January  17,  1894.  She  had 
been  ill  about  ten  days.  She  had  had  pains  in  the  abdomen,  nausea, 
vomiting,  and  increased  temperature.  Treatment :  liquid  diet, 
salines,  and  opium.  I  was  called  to  see  her  in  consultation  on 
January  21st ;  the  abdomen  was  tympanitic,  and  there  was  a  large, 
tender  mass  in  the  right  iliac  region ;  temperature  103°;  pulse  104. 
Operation  advised  ;  consent  withheld.  January  25th,  abscess  rup- 
tured into  the  bowels;  passed  a  large  quantity  of  pus  per  rectum. 
Recovered.  Has  had  frequent  attacks  of  pain  in  the  right  iliac 
region  during  the  past  three  years. 

Case  VII. — Mrs.  S.,  aged  seventy-eight  years;  residence,  Low- 
ellville,  Ohio.  Patient  of  Dr.  R.  H.  Montgomery.  First  attack. 
Typical  symptoms  of  appendicitis  May  3,  1894.  Treatment  : 
salines  until  bowels  moved;  opium  to  relieve  pain.  Seen  in  con- 
sultation May  6th  ;  large,  tender  mass  in  the  right  iliac  region  ; 
temperature  101°;  pulse  94.  Operation  advised  ;  consent  withheld. 
During  the  next  two  weeks  patient  improved ;  was  able  to  be  up 
and  about  the  house.  May  26th,  traveled  twenty-five  miles  on 
railroad ;  returned  home  May  29th.  During  the  night  she  com- 
plained of  sudden  severe  pain  in  the  abdomen  ;  went  into  collapse 
and  died  at  8  a.m.,  May  30th. 

Case  VIII. — J.  G.,  aged  ten  years,  male;  residence,  city.  Case 
occurred  in  the  practice  of  Dr.  B.  F.  Hawn.  First  attack ;  date 
of  attack,  October  4,  1894.  Pain,  nansea,  vomiting,  and  increased 
temperature.  Treatment :  salines,  opium,  and  hot  applications. 
Seen  in  consultation  October  11th  ;  rigidity  of  right  rectus  muscle ; 
large,  tender  mass  in  the  right  iliac  region ;  temperature  102°  ; 
pulse  100.  Operation  advised ;  consent  withheld,  and  another 
physician  called.    Patient  made  a  good  recovery. 

Case  IX. — G.W.,  aged  twenty-four  years,  male;  residence,  city. 
Patient  of  Dr.  H.  A.  Zimmerman.  Second  attack  ;  date  of  attack, 
October  10,  1894.  Typical  symptoms  of  appendicitis.  Treat- 
ment :  liquid  diet,  salines,  and  enemas.  Seen  in  consultation  Octo- 
ber 15th  ;  rigidity  of  right  rectus  muscle  ;  tender  mass  in  the  right 
iliac  region ;  temperature  100°;  pulse  96.  Operation  refused. 
Discharged  October  26th.  Has  had  several  mild  attacks  during 
the  past  three  years. 

Case  X. — J.  S.,  aged  thirty-two  years,  male,  occupation  uphol- 
sterer; residence,  city.    Patient  of  Dr.  J.  E.  Cone.    First  attack  ; 
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date  of  attack,  March  18, 1895.  Typical  symptoms.  Treatment: 
salines,  opium,  liquid  diet,  and  hot  applications.  Seen  in  con- 
sultation March  24th  ;  tender  mass  in  the  right  iliac  region  ;  tem- 
perature 103°;  pulse  100.  Operation  refused.  March  26th,  abscess 
ruptured  into  the  bowels  ;  passed  a  large  tack  and  a  quantity  of  pus 
per  rectum.  Discharged,  recovered,  March  31st.  Has  had  several 
mild  attacks  duriug  the  past  two  years. 

Case  XL — F.  F.,  aged  twenty-five  years,  male;  residence,  city. 
Patient  of  Dr.  C.  C.  Booth.  Admitted  to  the  City  Hospital  with 
typical  symptoms  of  appendicitis  May  2,  1895.  Treatment : 
salines,  liquid  diet,  and  hot  applications.  Seen  in  consultation 
May  4th  ;  rigidity  of  right  rectus  muscle ;  tender  mass  in  right 
iliac  region ;  temperature  100°  ;  pulse  96.  Operation  refused. 
Discharged,  recovered,  May  23d;  readmitted  during  third  attack, 
June  19,  1895.  A  perforated  appendix  removed  by  Dr.  Booth, 
June  20th.    A  good  i"ecovery. 

Case  XII. — J.  P.,  aged  seventy  years,  widow;  residence,  city. 
Patient  of  Dr.  R.  A.  Kerr.  First  attack ;  date  of  attack,  July 
10,  1895.  Pain,  nausea,  vomiting,  and  increased  temperature. 
Treatment:  opium,  liquid  diet,  and  hot  applications.  Seen  in  con- 
sultation July  13th  ;  abdomen  tympanitic ;  tender  mass  in  right 
iliac  region;  temperature  102°;  pulse  106.  Operation  refused. 
Died  July  15,  1895. 

Case  XIII. — L.  O,  aged  forty-one  years,  male;  residence,  city. 
Patient  of  Dr.  C.  L.  Floor.  First  attack  ;  date  of  attack,  August 
19,  1895.  Typical  symptoms  of  appendicitis.  Admitted  to  the 
City  Hospital  August  20th.  Treatment :  opium,  liquid  diet,  and 
hot  applications.  Seen  in  consultation  August  27th ;  no  tender- 
ness in  the  right  iliac  region ;  tender  mass  high  up  in  region  of 
kidney  and  gall-bladder ;  temperature  normal;  pulse  72.  Opera- 
tion advised  ;  consent  withheld.  August  29th,  temperature  nor- 
mal; pulse  80.  At  11  a.m.,  while  sitting  up  in  bed,  he  was  seized 
with  sudden  severe  pain  in  the  region  of  the  stomach ;  went  into 
collapse  and  died  at  noon.  Autopsy  August  30th  :  appendix  point- 
ing upward  and  outward,  and  gangrenous  ;  ruptured  abscess  cavity 
located  back  of  stomach  and  free  margin  of  the  liver;  abdominal 
cavity  filled  with  pus. 

Case  XIV. — J.  F.,  aged  thirty  years,  male;  residence,  city. 
Patient  of  Dr.  H.  A.  Zimmerman.    First  attack ;  date  of  attack, 
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November  13,  1895.  Typical  symptoms.  Treatment:  salines, 
liquid  diet,  and  hot  applications.  Seen  in  consultation  November 
17th;  right  knee  flexed;  rigidity  of  right  rectus  muscle;  tender 
mass  in  the  right  iliac  region  ;  temperature  100°;  pulse  90.  Oper- 
ation advised.  Slow  recovery.  Several  slight  attacks  during  the 
past  eighteen  months. 

Case  XV.  — W.  S. ,  aged  twenty-seven  years,  female  ;  residence, 
city.  Patient  of  Dr.  H.  E.  Blott.  Date  of  attack,  November 
22,  1895.  Severe  pain,  nausea,  continual  vomiting,  and  increased 
temperature.  Treatment:  opium,  and  hot  applications.  Seen  in 
consultation  November  24th ;  abdomen  tympanitic,  very  tender  in 
the  right  iliac  region;  temperature  103°;  pulse  120.  Operation 
advised,  and  patient  sent  to  City  Hospital.  Refused  operation 
after  consultation  with  friends.  Died  from  general  septic  perito- 
nitis November  26th  ;  autopsy  refused. 

Case  XVI. — N.  D.,  aged  thirty-one  years,  female,  single ;  resi- 
dence, Hubbard,  Ohio.  Patient  of  Dr.  J.  McMurray.  Third 
attack  ;  date  of  attack,  June  20, 1896.  Pain,  nausea,  and  increased 
temperature.  Treatment :  opium  and  hot  applications.  Seen  in 
consultation  June  22d  ;  abdomen  tympanitic  and  very  hard ;  ten- 
derness in  the  right  iliac  region ;  temperature  100°;  pulse  108. 
Operation  advised  ;  consent  withheld.    Died  June  24th. 

Case  XVII.  — L.  B.,  aged  forty-six  years,  male,  married  ;  resi- 
dence, city.  Patient  of  Dr.  A.  M.  Clark.  First  attack,  1885 ; 
date  of  second  attack,  May  25,  1897.  While  away  from  home  he 
was  taken  with  sudden  severe  pain  in  the  abdomen,  followed  by 
nausea  and  vomiting.  Treatment :  morphia  sulphate  hypodermat- 
ically  until  he  reached  home,  then  salines,  high  enemata,  liquid 
diet,  and  hot  applications.  Seen  in  consultation  May  29th  ;  small, 
tender  mass  in  the  right  iliac  region  ;  temperature  102°;  pulse  100. 
Recovery  slow.    Discharged  June  15th. 

Summary.  Number  of  cases  treated  surgically :  males,  25 ; 
females,  10  ;  total,  35.  Deaths  :  males,  4  ;  females,  3  ;  total,  7. 
Cause  of  death:  septic  peritonitis  present  before  operation,  5;  con- 
vulsions, 1  ;  exhaustion,  1.  Cases  in  which  the  appendix  was 
removed,  22 ;  appendix  gangrenous  and  perforated,  15 ;  cases  of 
simple  incision  and  evacuation  of  pus,  13 ;  recurrent  attacks  after 
incision  and  drainage,  4.    All  cases  treated  surgically,  with  one 
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exception,  were  of  the  acute  suppurative  form,  and  all  received 
medical  treatment  for  a  period  of  from  two  to  twenty  days. 

Number  of  cases  treated  without  operation:  males,  9 :  females, 
8;  total,  17.  Deaths:  males,  2;  females,  7;  total,  9.  Cause  of 
death  :  septic  peritonitis,  4 ;  rupture  of  abscess  into  abdominal 
cavity,  4 ;  unknown,  1.  Of  the  eight  cases  recovering  without 
operation,  two  were  operated  on  during  subsequent  attacks ;  one 
has  not  had  any  recurrence ;  four  have  bad  several  slight  attacks 
of  pain  and  tenderness  in  the  right  iliac  region ;  and  one  case, 
occurring  last  May,  is  in  good  condition  August  15,  1897. 


THE  OPERATION  ITSELF  IN  APPENDICITIS. 


By  LEWIS  S.  McMURTRY,  M.D., 

LOUISVILLE. 


Hitherto  our  discussions  upon  appendicitis  have  been  directed 
for  the  most  part  to  the  pathologic  condition  as  related  to  symp- 
tomatology, with  a  view  to  early  diagnosis  and  determination  of  the 
question  of  operative  interference,  with  only  brief  and  incidental 
consideration  of  the  operative  technique.  The  multifarious  types 
presented  by  the  disease,  the  variety  in  character  and  extent  of  the 
lesions,  the  several  stages  of  progress  in  which  operation  is  per- 
formed, the  complications  and  sequelae,  compose  a  series  of  require- 
ments in  operating  which  may  only  be  successfully  met  by  the  best 
surgical  judgment  and  operative  skill.  In  veiw  of  these  facts,  and 
the  additional  one  that  the  profession  has  very  generally  come  to 
recognize  appendicitis  as  a  strictly  surgical  disease,  cured  only  by 
operation,  I  have  selected  the  operation  itself  as  an  appropriate 
and  profitable  theme  for  discussion  at  this  time. 

I  propose  to  consider  the  subject  under  the  following  heads:  (1) 
The  incision.  (2)  Dealing  with  adhesions  and  with  abscesses. 
(3)  Removal  of  the  appendix.  (4)  Drainage  and  isolation  of  the 
peritoneum  by  gauze. 

The  Incision.  Concerning  the  incision,  three  important  con- 
siderations must  be  observed,  the  first  being  to  obtain  easy  access 
to  the  caput  coli,  with  sufficient  working  space  ;  the  second,  to  secure 
all  natural  advantages  to  facilitate  drainage ;  and  the  third,  to  secure 
complete  repair  of  the  parietal  structures  incised  and  thereby  pre- 
vent the  occurrence  of  hernia. 

The  early  operations  for  appendicitis  were  mostly  undertaken  in 
extreme  cases,  in  which  suppuration  had  occurred,  and  consisted  in 
cutting  into  the  abscess  and  evacuating  and  draining  the  same. 
For  this  purpose  the  vertical  incision  was  adopted  and  is  yet  prac- 
tised by  many  surgeons.  This  incision  is  made  along  the  external 
border  of  the  right  rectus  muscle,  a  little  to  the  inner  side  of  the 
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right  semilunar  line.  It  should  intersect  a  line  drawn  from  the 
anterior-superior  iliac  spine  to  the  umbilicus,  very  nearly  midway, 
and  should  be  about  three  inches  long.  The  sheath  of  the  rectus 
had  best  be  pushed  aside  slightly  and  not  opened,  so  as  to  lessen 
the  amount  of  bleeding.  The  muscles  and  fascia  having  been 
divided,  the  peritoneum  is  opened,  and  the  caput  coli  found  imme- 
diately beneath  by  the  exploring  finger.  Kocher  has  called  atten- 
tion to  the  fact  that  a  branch  of  the  iliohypogastric  nerve,  which 
enters  the  sheath  of  the  rectus,  is  divided  by  this  incision.  Atro- 
phy of  that  part  of  the  muscle  supplied  by  this  nerve  has  been 
observed  after  the  operation.  This  incision  furnishes  good  access 
to  the  parts  involved  ;  and  when  made  and  sutured  under  the  pro- 
tection of  thorough  asepsis,  with  proper  management  afterward, 
restores  the  integrity  of  the  abdominal  wall.  In  my  early  opera- 
tions performed  in  this  way,  comprising  a  series  of  twenty-seven 
cases,  mostly  in  the  suppurative  stage  of  the  disease,  the  results 
were  quite  satisfactory.  So  far  as  I  am  aware,  not  one  hernia 
occurred  in  the  entire  series. 

The  vertical  incision  does  not,  however,  give  as  easy  access  to 
the  appendix  and  to  the  outer  and  posterior  areas  adjacent  thereto 
(which  are  so  frequently  involved)  as  does  the  oblique  incision.  The 
latter  is  preferable  also  for  drainage,  and  affords  an  additional 
advantage  by  diminishing  the  danger  of  breaking  through  the 
inner  wall  when  an  abscess-cavity  has  formed  about  the  appendix. 
This  incision  is  made  parallel  with  Poupart's  ligament  and  traverses 
the  line  from  the  anterior-superior  iliac  spine  to  the  umbilicus  well 
over  to  the  right  side.  It  enables  the  operator  to  explore  the  right 
iliac  fossa  from  the  external  boundary,  thus  giving  protection  to 
the  general  peritoneum  which  may  already  have  been  shut  off  by 
protecting  adhesions.  In  my  recent  work  I  have  operated  alto- 
gether through  this  oblique  incision. 

A  method  of  dividing  the  abdominal  wall  by  a  combination  of 
incision  and  blunt  dissection  has  been  described  by  McBuruey  and 
commended  by  many  writers  on  the  surgery  of  the  appendix. 
This  is  an  oblique  incision,  in  which,  after  dividing  the  skin  and 
superficial  fascia,  the  fibres  of  the  parietal  muscles  are  separated  by 
a  blunt  instrument  and  held  apart  with  retractors  while  the  perito- 
neum is  divided  and  the  appendix  removed.  This  incision  is  only 
applicable  to  non-suppurative  cases,  according  to  its  author,  though 
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some  operators  claim  to  have  advantageously  extended  its  applica- 
tion to  those  in  which  suppuration  has  taken  place.  The  theory 
of  this  incision,  of  course,  is  that  by  tearing  apart  the  bundles  of 
fibres  of  the  abdominal  muscles,  instead  of  dividing  them  by  inci- 
sion, the  natural  crossing  of  fibres  in  the  muscular  structure  of  the 
abdominal  parietes  is  preserved,  thereby  preventing  hernia  as  a 
post-operative  sequel.  These  refinements  are  not  practicable  in 
cases  of  perforative  appendicitis  in  which  the  life  of  the  patient 
depends  upon  thoroughness  of  operation  and  free  drainage.  More- 
over, it  is  doubtful  if  separating  muscular  structures  with  a  blunt 
instrument  yields  any  advantage  over  the  division  of  those  struc- 
tures by  incision,  provided  all  proper  care  is  bestowed  upon  closure 
and  retention  of  divided  parts  by  suturing.  In  grave  cases  of 
appendicitis,  in  which  the  patient's  life  hangs  trembling  in  the  bal- 
ance, the  incision  should  be  made  with  a  view  to  gaining  access  to 
the  parts  with  sufficient  working  space  and  free  drainage,  other 
considerations  being  secondary. 

In  cases  of  recurrent  appendicitis,  in  all  cases  in  which  there  is  no 
pus  outside  the  appendix,  and  in  all  cases  in  which  the  requirements 
are  properly  met  by  a  single  drain,  the  utmost  care  should  be  be- 
stowed upon  the  suturing  of  the  incision.  In  these  cases  I  have 
used  the  through-and-through  suture  with  silkworm-gut,  together 
with  immediate  suture  of  divided  muscle  and  aponeurosis  with 
interrupted  sutures  of  catgut.  In  these  non-suppurative  cases  the 
silkworm-gut  sutures  should  be  allowed  to  remain  for  ten  or  twelve 
days.  In  suppurating  cases,  when  extensive  gauze  packing  and 
drainage  prevent  immediate  closure  of  the  incision,  one  angle  of 
the  wound  should  be  brought  together  as  far  toward  the  middle  of 
the  incision  as  practicable,  and  the  remaining  sutures  of  silkworm- 
gut  left  untied  until  they  may  be  utilized.  The  latter  are  the  cases 
in  which  hernia  is  so  often  a  sequel  to  operation,  and  I  do  not  see 
that  any  method  of  suture  can  overcome  this  danger.  They  are 
really  cases  in  which  the  open  treatment  is  an  absolute  necessity. 
Patients  treated  in  this  manner  should  be  required  to  remain  in 
bed  much  longer  than  is  customary,  until  organization  and  consoli- 
dation of  the  new  tissue  formation  uniting  the  incised  parietes  are 
complete.  This  will  do  more  toward  the  prevention  of  hernia  in 
this  class  of  cases  than  any  particular  method  of  incision  or  partial 
closure  of  the  same. 
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Adhesions  and  Abscesses.  In  dealing  with  adhesions  and 
abscesses  the  same  general  rules  of  surgical  treatment  should  be 
observed  in  appendicitis  as  in  similar  conditions  affecting  other 
organs  inclosed  within  the  peritoneum.  Whenever  practicable,  adhe- 
sions should  be  separated,  abscesses  emptied,  disintegrated  structures 
composing  foci  of  infection  removed,  and  cleansing  and  drainage 
secured  by  measures  of  assured  efficiency.  It  is  an  established 
procedure  in  pelvic  surgery  to  incise  and  drain  accumulations  of 
pus  in  exhausted  subjects  as  an  operation  of  expediency,  looking  to 
improved  conditions  for  radical  operation  and  permanent  cure.  In 
a  limited  proportion  of  cases,  nature  completes  the  cure  after  such 
an  incomplete  operation.  The  same  methods  and  similar  results 
obtain  in  the  treatment  of  appendicitis.  The  function  of  surgery 
is  to  save  life;  the  attainment  of  ideals  should  be  altogether  sub- 
ordinate to  this  supreme  indication  of  all  surgical  operations.  This 
axiom  is  eminently  applicable  to  the  disease  under  consideration, 
and,  at  the  same  time,  we  must  concede  that  incomplete  operations 
do  not,  as  a  rule,  beget  cures.  In  all  operations  for  appendicitis, 
in  all  stages  and  varieties  of  the  disease,  the  appendix  should  be 
removed  whenever  the  patient's  condition  will  permit  completion 
of  the  operation.  I  am  aware  that  many  excellent  surgeons  endorse 
and  pursue  the  practice  of  evacuating  an  appendicular  abscess- 
cavity,  affording  drainage,  and  partially  closing  the  incision,  with- 
out any  attempt  to  remove  the  appendix,  and  close  the  cecum  at 
the  point  of  sloughing.  Though  this  may  be  the  better  practice 
for  the  occasional  operator,  it  is  far  from  safe  to  leave  within  the 
abdomen  a  perforated  and  sloughing  appendix.  While  a  certain 
proportion  of  these  patients  recover  under  an  incomplete  operation, 
the  aggregate  of  results,  including  cases  of  fecal  fistulse  and  second- 
ary operations,  is  not  equal  to  that  of  completed  operations.  This 
conviction  has  not  been  formed  from  theory  or  by  analogy.  I  have 
opened  appendicular  abscesses  which  have  burrowed  along  the  inter- 
muscular planes  to  a  point  in  the  lumbar  region  and  other  remote 
points,  and  in  numerous  instances  the  patients  have  recovered  after 
protracted  convalescence.  On  the  other  hand,  I  can  cite  numerous 
instances  in  which  this  procedure  has  failed.  Four  years  ago  I 
operated  on  a  young  woman,  aged  twenty-four  years,  with  suppu- 
rative appendicitis.  Her  condition  was  critical  when  first  seen,  and 
operation  was  promptly  performed.    On  opening  the  peritoneum 
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through  the  usual  incision  and  introducing  the  finger,  pus  poured 
from  the  wound.  The  insertion  of  a  drain  completed  the  opera- 
tion. Convalescence  was  imperfect,  and  ten  days  later  the  pulse, 
temperature,  and  general  symptoms  gave  unmistakable  evidence  of 
continued  suppuration.  A  second  operation  was  performed  and  an 
abscess  posterior  to  the  cecum  evacuated.  The  abscess  cavity  was 
irrigated  and  deep  drainage  established.  The  patient  made  an  in- 
complete recovery  and  suffered  another  attack  three  months  later, 
when  I  again  operated  and  removed  the  inflamed  stump  of  an 
appendix.  Recovery  was  prompt  and  the  cure  complete.  Much 
suffering  and  no  small  risk  to  life  would  have  been  avoided  had 
it  been  practicable  to  complete  the  operation  with  safety  the  first 
time.  I  do  not  mean  to  question  the  wisdom  of  refraining  from 
searching  for  accumulations  of  pus  by  separating  adhesions,  from 
searching  for  the  appendix,  and  from  completion  of  all  details 
when  the  patient  is  too  feeble  to  bear  such  an  operation.  But  when 
it  is  practicable  to  do  so,  I  am  sure  the  patient's  welfare  is  best 
subserved  by  a  complete  operation. 

In  some  cases  of  appendicitis,  known  as  the  fulminant  type  of 
the  disease,  the  progress  is  so  rapid  that  no  confining  wall  of  lymph 
is  formed.  In  such  cases  the  peritoneum  is  filled  with  serous  effu- 
sion mingled  with  flakes  of  lymph,  and  general  septic  symptoms 
proceed  with  great  rapidity.  A  perforated  and  gangrenous  appen- 
dix will  be  found.  Thorough  irrigation  of  the  peritoneum  far  and 
near,  with  drainage,  constitutes  the  essential  part  of  the  operative 
procedure. 

The  most  common  abscess  location,  in  my  experience,  is  posterior 
to  the  cecum.  The  exploring  finger,  passed  down  beside  the  exter- 
nal surface  of  the  cecum,  will  enter  the  abscess-cavity.  Less  fre- 
quently the  abscess  will  be  found  anteriorly.  The  omentum,  cecum, 
and  coils  of  intestine,  with  the  parietal  peritoneum  compose  the  con- 
fining area.  The  appendix  will  be  readily  found  in  the  abscess- 
cavity.  Again,  the  pus  may  be  confined  by  adhesions  within  the 
pelvis.  These  are  the  cases  in  which  fluctuation  may  be  detected 
by  rectal  palpation. 

In  these  several  locations  the  general  peritoneum,  preparatory  to 
evacuation,  should  be  isolated  by  careful  packing  of  gauze.  When 
the  abscess  is  post-cecal,  long  strips  of  gauze  should  be  carefully 
tucked  iu  position  before  carrying  the  exploration  to  evacuation  of 
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the  abscess.  There  are  three  directions  for  gauze  packing  under 
these  circumstances — in  the  pelvis,  toward  the  median  line,  and 
toward  the  lumbar  region.  As  the  pus  is  evacuated,  the  patient 
is  turned  toward  the  right  side  and  the  pus  carefully  wiped  away 
with  loose  gauze  pads.  The  cleansing  should  be  completed  by 
thorough  irrigation  with  warm  salt  solution,  using  for  this  purpose 
a  small  glass  nozzle  attached  to  the  irrigator.  Careful  and  gentle 
explorations  should  be  made  for  additional  accumulations  of  pus. 
When  the  abscess  formation  is  localized  in  the  other  regions  indi- 
cated, the  same  methods  of  evacuating  and  cleansing,  with  proper 
protection  of  the  outlying  peritoneum  by  gauze,  must  be  observed. 
My  experience  compels  me  to  look  to  thorough  irrigation  as  the  most 
potent  of  all  our  resources  in  this  all-important  part  of  the  opera- 
tive procedure.  I  place  no  reliance  upon  the  use  of  peroxide  of 
hydrogen,  iodoform,  or  other  chemic  germicides  here,  but  believe 
mechanical  cleansing  by  washing,  with  the  accompanying  attenua- 
tion, will  do  more  to  arrest  septic  processes  and  save  the  patient 
than  all  other  agencies  combined. 

Removal  of  the  Appendix.  The  cecum  appears  in  several 
types  in  the  adult,  four  distinct  typical  forms  being  described  by 
anatomists  generally.  The  appendix  in  man  is  the  cecum  of  some 
lower  animals  in  an  undeveloped  state.  In  the  early  period  of 
fetal  life  the  cecum  with  its  vermiform  appendix  is  near  the  umbil- 
icus, and  descends  into  the  right  iliac  fossa  about  the  sixth  month. 
Abnormal  positions  of  the  appendix,  such  as  to  the  left  of  the 
median  line  and  other  similar  displacements,  are  due  to  failure  of 
descent  of  the  cecum.  The  average  length  of  the  human  appendix 
is  about  three  and  one-half  inches,  but  it  may  vary  from  one  to 
nine  inches.  While  the  cecum  may  in  exceptional  cases  be  only 
partially  invested  by  the  peritoneum,  as  a  rule,  it  is  entirely  cov- 
ered by  peritoneum,  and  hence  free  and  mobile  in  the  abdominal 
cavity.  The  triangular  folds  of  peritoneum  forming  the  meso- 
appendix  are  reflected  from  the  ileum  to  the  appendix.  The 
artery,  vein,  and  lymphatics  which  supply  the  organ  pass  between 
the  two  layers  of  the  meso-appendix.  This  process  of  the  perito- 
neum varies  in  length  and  thickness,  and  also  in  the  extent  of  its 
infolding  of  the  appendix.  The  mobility  of  the  appendix  depends 
upon  the  length  and  breadth  of  the  meso-appendix,  and  hence  has 
a  varying  range  of  movement  in  various  subjects  within  physio- 
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logical  limitations.  In  the  female  there  is  a  prolongation  of  the 
nieso-appendix  extending  to  the  right  ovary,  which  conveys  an 
additional  vascular  supply  to  the  appendix,  and  which  has  been 
called  the  appendiculo-ovariau  ligament.  To  this  additional  blood- 
supply  has  been  attributed  an  increased  vitality,  rendering  women 
less  disposed  to  appendicitis  than  men.  The  appendiculo-ovarian 
ligament  may  also  facilitate  the  extension  of  inflammatory  processes 
between  the  appendix  and  ovary,  which  I  have  frequently  found 
to  obtain. 

From  this  cursory  recital  of  some  of  the  important  anatomic 
relations  of  the  cecum  and  its  appendix,  it  is  apparent  that  the 
latter  is  normally  endowed  with  an  extensive  and  varying  range  of 
mobility.  It  would  be  more  accurate  to  say  of  the  appendix  that 
it  may  normally  occupy  various  positions  aud  possess  varying 
degrees  of  mobility  in  these  several  locations.  It  has  been 
attempted  by  Bristow,  Fowler,  and  others,  to  make  a  definite 
numerical  classification  of  the  normal  positions  of  the  appendix. 
Such  refinement  of  description  is  of  doubtful  value  as  a  working 
basis  under  pathologic  conditions.  Normally  it  is  about  the  caput 
coli,  ofteu  found  toward  the  median  line,  below  the  pelvic  brim, 
alongside  the  cecum  externally,  and  even  underneath  the  cecum. 

When  fixed  by  adhesions  and  surrounded  with  inflammatory 
deposits,  agglutinating  adjacent  serous  surfaces,  it  becomes  a  diffi- 
cult task  to  find  and  isolate  the  appendix.  In  many  instances  of 
suppurative  appendicitis  that  organ  will  have  died,  appearing  in 
the  abscess  as  a  black  slough.  In  other  instances  it  will  have  been 
disintegrated  by  the  destructive  process,  aud  only  the  stump  will 
be  found  to  mark  its  site.  The  corrosive  process  of  suppuration 
will,  in  some  cases,  erode  in  spots  the  structures  of  the  cecum  ;  in 
more  than  one  such  case  I  have  found  it  necessary  to  pare  away 
the  rotten  tissues  and  suture  the  openings  in  the  gut. 

When  the  incision  has  been  completed  through  the  peritoneum, 
the  cecum  and  appendix  should  be  brought  up  through  the  wound. 
In  non-suppurative  cases,  by  following  familiar  anatomic  guides, 
the  exploring  finger  will  usually  detect  the  appendix  before  bring- 
ing forward  the  cecum.  In  suppurative  cases  the  greatest  difficul- 
ties will  be  encountered.  The  anatomic  and  pathologic  facts  already 
given,  together  with  the  careful  guide  of  an  educated  touch,  must 
be  utilized  to  discover  and  deliver  the  organs.    When  the  appendix 
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is  in  hand,  the  cecum  should  be  returned  into  the  abdomen,  and 
gauze  wrung  out  in  hot  water  placed  around  it.  In  my  early 
operations  I  ligated  the  appendix  with  the  meso-appendix,  using 
fine  sterilized  silk,  cut  away  the  appendix,  and  applied  pure  car- 
bolic acid  to  the  stump.  Later,  I  adopted  the  modern  method  of 
transfixing  the  meso-appendix  at  its  base,  cutting  it  away,  stripping 
back  a  cuff  of  peritoneum  from  the  appendix  down  to  its  junction 
with  the  cecum,  ligating  the  appendix  with  fine  silk,  and  cutting 
it  away,  afterward  sterilizing  the  stump,  invaginating  the  stump 
into  the  cecum,  and  covering  it  with  peritoneum  by  careful  stitch- 
ing after  the  Lembert  method.  Nothing  in  the  progress  of  healing 
or  in  ultimate  results  indicated  any  advantage  of  the  latter  method 
over  the  former  simple  ligature,  excision,  and  cauterization.  Care- 
ful study  of  the  method  of  invagination  from  time  to  time  per- 
suaded me  that  its  advantages  were  more  theoretic  than  practical. 
Indeed,  if  carefully  studied  with  the  parts  in  sight,  it  will  be  seen 
that  the  invagination  is  only  into  the  coats  of  the  cecum.  An 
infected  ligature  would  more  readily  find  its  way  into  the  perito- 
neum than  into  the  lumen  of  the  gut.  More  recently  I  have 
adopted  a  method  of  treating  the  stump  which,  after  I  had  applied 
it  for  some  time,  I  found  had  been  described  by  Dawbarn.  It 
consists  in  passing  an  interrupted  suture  of  fine  silk  in  a  circular 
manner  around  the  stump,  catching  up  the  peritoneum,  and  bring- 
ing it  over  the  stump  as  with  a  purse-string.  I  deem  this  prefer- 
able to  the  method  of  invagination.  The  silk  used  for  ligature  of 
the  appendix  and  meso-appendix,  and  for  suturing,  should  be  of 
the  size  that  will  supply  requisite  strength  with  the  least  bulk. 
In  cases  of  recurrent  and  relapsing  appendicitis  wherein  there  is 
no  pus  outside  the  appendix,  this  part  of  the  operation  can  be  most 
satisfactorily  completed ;  in  suppurative  cases  there  must  be  thor- 
ough cleansing,  and  the  ligature  and  sutures  must  be  placed  in 
tissues  of  good  vitality  if  we  would  avoid  the  troubles  of  infected 
ligature  and  a  sinus  afterward. 

In  cases  in  which  the  appendix  is  necrotic,  it  is  not  sufficient  to 
leave  the  stump  to  separate  under  the  protection  of  drainage,  pro- 
vided the  patient' s  condition  will  permit  prolongation  of  the  operation 
sufficiently  for  the  closure  of  the  point  of  separation.  In  these 
cases  the  necrotic  process  extends  to  the  coats  of  the  cecum,  and 
fecal  fistula  is  a  common  sequel.   While  such  a  fistula  will  usually 
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heal  spontaneously,  it  does  not  always  do  so,  and,  when  practi- 
cable, this  complication  should  be  averted  by  excision  and  suture 
of  the  gut.  In  these  cases  the  dead  tissue  about  the  stump  should 
be  trimmed  away  with  scissors,  and  the  opening  thus  made  closed 
with  two  rows  of  fine  silk  sutures.  When  the  patient's  condition 
is  extremely  bad  from  progressive  sepsis,  the  operation  should  not 
embrace  these  detailed  attentions  to  the  stump ;  but  there  is  a  cer- 
tain proportion  of  suppurative  cases  wherein  with  rapid  (not  hasty) 
work  such  completed  operative  technic  may  be  most  advantageously 
applied. 

In  all  suppurative  cases  the  clean  peritoneum  must  be  protected 
by  gauze  during  the  manipulations  upon  the  appendix  and  its 
stump,  both  from  the  foul  appendix  and  the  bed  in  which  it  lays. 
Throughout  the  entire  operation  the  highest  skill  of  the  operator 
will  be  brought  to  bear  upon  the  protection  of  the  outlying  area  of 
peritoneum  from  infection. 

Drainage  and  Isolation  of  the  Peritoneum  by  Gauze. 
In  no  class  of  intraperitoneal  operations  does  drainage  perform 
more  essential  functions  than  in  operations  for  suppurative  appen- 
dicitis. In  cases  of  recurrent  appendicitis  operated  upon  in  the 
interval,  of  course,  drainage  will  not  be  required.  That  class  of 
cases,  also,  in  which  suppuration  is  confined  within  the  coats  of 
the  appendix,  permitting  accurate  sterilization  and  infolding  of  the 
stump,  will  not  need  drainage.  But  in  the  cases  in  which  perfora- 
tion and  suppuration  have  obtained,  either  with  or  without  a  limit- 
ing wall  of  exudate,  drainage  will  be  a  most  essential  part  of  the 
operative  technique. 

The  right  iliac  fossa  is  not  the  most  dependent  pouch  of  the  peri- 
toneum, and  hence  glass  tubular  drainage  supplemented  by  suction 
cannot  be  applied  as  in  pelvic  surgery.  Here  we  must  rely  upon 
tubular  drainage  with  rubber  and  capillary  drainage  with  gauze. 
Rubber  tubing  of  firm  material  which  will  bear  considerable  com- 
pression without  closure  should  be  selected ;  and  sterilized  gauze 
untreated  by  any  chemicals  is  best  adapted  to  this  purpose.  Gauze 
which  has  been  iodoformized  drains  very  inefficiently,  its  capillarity 
being  impaired  by  the  filling  of  its  meshes  with  the  chemic  agent. 

The  extent  of  drainage  must  necessarily  vary  within  wide  limits. 
In  certain  cases  only  a  small  strip  of  gauze  passed  down  to  the 
bed  formerly  occupied  by  the  infected  appendix  to  prevent  too 
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quick  closure  of  the  parietal  incision  may  be  all  that  is  required. 
In  cases  in  which  no  adhesions  had  been  formed  between  anterior 
peritoneum,  omentum,  and  visceral  peritoneum  beneath,  strips  of 
gauze  must  be  placed  in  different  directions  so  as  to  assure  drainage 
of  the  general  peritoneum.  These  strips  should  be  placed  endwise, 
especial  care  being  given  to  drainage  from  the  direction  of  the  deep 
pelvis,  the  spleen,  and  region  beneath  the  liver.  The  ends  must, 
of  course,  be  brought  out  at  the  most  dependent  angle  of  the 
incision.  This  drainage  had  best  be  supplemented  by  a  rubber 
tube  passed  down  to  the  area  immediately  about  the  caput  coli  where 
the  focus  of  infection  was  localized. 

After  removal  of  the  appendix  and  cleansing  of  the  peritoneum, 
strips  of  gauze  should  be  placed  for  the  double  purpose  of  drainage 
and  forming  a  wall  between  the  infected  area  and  the  general  peri- 
toneum. Within  twenty-four  hours  the  meshes  of  the  gauze  will 
be  filled  with  lymph,  forming  a  protecting  wall.  This  is  a  most 
important  function  of  gauze,  and  is  utilized  with  greater  advantage 
here  than  in  any  other  class  of  operations.  The  gauze  should  not 
be  removed  before  the  third  day,  and  then  one  strip  at  a  time, 
beginning  with  the  central  piece  and  preserving  the  outlying  bar- 
riers until  the  fourth  day.  After  the  general  peritoneum  is  securely 
shut  off  it  is  only  necessary  to  maintain  drainage  down  to  the  focal 
area  about  the  head  of  the  cecum.  Should  discharge  therefrom 
appear  at  this  time,  the  drainage-track  should  be  frequently  washed 
out.  Fecal  fistula  will  require  constant  care  to  cleanse  and  protect 
the  wound.  A  fecal  fistula  which  otherwise  would  heal  may  be 
kept  open  indefinitely  by  persistent  efforts  at  drainage.  Through- 
out the  period  of  drainage  the  patient  should  remain  in  bed,  and 
union  of  the  incised  parietes  should  be  facilitated  by  adhesive  straps 
and  bandages,  with  constant  recognition  of  the  possibility  of  the 
occurrence  of  hernia. 


DISCUSSION  ON  THE  PAPERS  OF  DRS.  PECK 
AND  McMURTRY. 

Dr.  J.  Henry  Carstens,  of  Detroit. — Mr.  President :  The  two 
papers  that  have  been  presented  cover  the  ground  so  thoroughly  that 
there  is  very  little  to  be  said,  except  to  dwell  on  the  points  in  which 
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we  ourselves  perhaps  differ  slightly,  or  perhaps  have  a  different 
method  of  managing  and  of  treating  these  cases.  Dr.  McMurtry 
dealt  at  length  with  the  incision  in  cases  of  appendicitis.  If  we  have 
a  case  of  appendicitis  in  which  there  is  considerable  pus,  I  believe,  with 
Dr.  McMurtry,  that  we  should  cut  as  far  toward  the  crest  of  the  ileum 
as  possible,  so  as  to  get  behind,  and  then  we  can  separate  the  muscles 
without  doing  very  much  cutting.  If  there  is  anything  I  dread  it  is 
to  cut  the  large  fleshy  part  of  the  oblique  muscles,  for  two  reasons : 
First,  the  muscle  is  soft  and  vascular,  and  it  is  very  liable  to  absorb 
the  pus  which  we  find ;  consequently,  we  may  have  infection  of  the 
muscles  cecondarily.  Secondly,  the  muscles  being  soft  and  sloughing, 
there  will  be  great  loss  of  tissue  and  a  greater  liability  to  hernia  than 
if  we  avoid  cutting  the  muscle.  In  the  other  cases,  where  suppura- 
tion is  very  slight,  so  that  we  can  clean  the  parts  thoroughly  and  sew 
up  the  wound  without  drainage,  I  cut  at  the  outer  edge  of  the  rectus, 
cutting  through  the  fascia  and  tendinous  insertion  of  the  oblique 
muscle.  I  regard  this  as  a  good  place  to  cut  in  order  to  prevent 
hernia.  In  order  to  prevent  hernia,  it  also  depends  how  you  close  the 
wound.  In  closing  the  wound  in  a  non-suppurative  case  you  can  use 
the  buried  kangaroo  or  catgut  suture,  sewing  it  in  layers.  In  dealing 
with  a  suppurative  case,  I  find  that  if  I  use  kangaroo-tendon  it  be- 
comes septic,  and  in:  those  cases  I  do  not  use  that  suture  at  all.  I  use 
a  suture  devised  by  Kehrer.  I  think  he  read  a  paper  on  the  subject 
before  the  Geneva  Congress,  in  which  he  recommended  a  figure-of- 
eight  suture  of  silkworm-gut,  and  it  is  one  of  the  best  sutures  we  can 
use  in  these  cases.  "With  it  we  can  bring  the  muscle  and  fascia  to- 
gether perfectly,  and  by  that  means  prevent  hernia. 

The  washing  and  flushing  out  of  pus  is  a  difficult  question,  indeed,  to 
decide.  In  my  experience  the  pus  found  in  appendiceal  abscesses 
seems  to  act  like  a  caustic  wherever  it  touches  tissue ;  the  tissue 
sloughs.  I  have  found  the  whole  line  of  my  incision  to  slough  simply 
because  pus  came  in  contact  with  it.  In  order  to  avoid  this,  I  have 
discarded  washing  out.  I  separate  the  abdominal  incision  well,  then 
mop  out  with  gauze,  and  remove  the  pus  as  quick  as  I  can  without 
touching  the  external  incision  or  letting  any  of  the  pus  come  in  con- 
tact with  it,  because  by  this  means  I,  to  a  great  extent,  avoid  the 
caustic  effect  from  the  pus.  You  cannot  wash  out  everything  with 
water,  and  if  there  is  not  an  adhesive  wall  around  the  operative  field, 
you  are  liable  to  wash  some  of  the  pus  into  the  abdominal  cavity,  or 
the  gauze  which  you  pack  around  the  cavity  will  be  soaked  full  of 
water  containing  some  pus,  and  you  are  more  liable  to  have  infection 
in  this  way  than  if  you  carefully  mopped  out  the  cavity  and  used  no 
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water  at  all.  If  you  have  a  walled-off  abscess  you  can  wash  out  the 
cavity  without  danger  of  infection.  What  do  we  find  frequently  in 
cases  where  we  have  these  abscesses?  Nature  has  kindly  placed  a 
line  of  demarcation,  and  the  appendix  has  already  sloughed ;  it  is 
gangrenous.  To  cut  that  out  you  need  to  go  deeper  than  that  repre- 
sented here  on  the  blackboard.  (Here  Dr.  Carstens  made  some  sketches 
on  the  board,  showing  that  some  surgeons  endeavored  to  do  too  much 
in  breaking  up  adhesions,  etc.) 

I  find  men  with  little  experience  trying  to  do  too  much  in  cases  of 
appendicitis.  As  Dr.  McMurtry  says,  the  appendix  can  be  let  alone 
at  the  primary  operation,  and  then  (in  rare  cases)  removed  at  a  sub- 
sequent one.  There  is  one  other  point  by  which  I  am  guided  largely 
in  doing  a  complete  operation  in  these  cases.  Where  I  have  a  patient 
in  the  hospital,  with  all  the  facUities  and  assistance  that  I  need,  I 
will  go  a  great  deal  further  and  try  to  remove  the  appendix.  But  if 
I  am  called  into  the  country  to  operate  on  a  case  of  appendicitis, 
where  I  have  not  these  facilities  and  the  proper  assistance,  and,  per- 
haps, not  an  experienced  person  to  give  the  anesthetic,  I  leave  the  ap- 
pendix and  try  to  save  the  patient's  life,  doing  a  secondary  operation, 
if  necessary.  I  find  a  second  operation  is  seldom  necessary.  I  do 
not  irrigate  the  abdomen  in  these  cases  except  where  there  is  perito- 
nitis ;  then  the  tube  is  placed  in  the  abdomen,  and  the  cavity  flushed 
from  backward,  so  that  the  water  comes  from  the  rear  part  of  the 
abdomen,  washing  the  pus  out.  I  would  not  put  the  nozzle  in  front, 
because  I  might  wash  the  pus  up  toward  the  liver  or  somewhere  else. 
(Here  Dr.  Carstens  demonstrated  on  the  board  his  method  of  treating 
the  stump  in  cases  of  appendicitis.) 

With  reference  to  drainage,  I  will  say  that  we  cannot  drain  too 
much  ;  but  there  is  then  danger  of  abdominal  hernias.  I  close  up  my 
incision  as  much  as  possible.  Often  I  close  it  too  much.  After  a  day 
or  so  I  am  obliged  to  loosen  one  or  two  stitches  in  order  to  have  better 
drainage.  I  put  in  a  piece  of  gauze  drainage,  as  a  rule,  and  a  stiff 
piece  of  rubber  at  the  same  time.  I  pull  out  the  gauze  at  the  end  of 
twenty-four,  forty-eight,  or  seventy-two  hours,  according  to  indications, 
and  leave  in  the  rubber  drain.  I  insert  rubber  because  it  is  quite 
difficult,  after  pulling  out  the  gauze,  to  put  rubber  in  there,  especially 
if  you  separate  the  oblique  muscles.  These  will  collapse,  close  right 
up,  and  you  will  find  it  difficult  to  insert  a  rubber  drain  down  into 
the  cavity  where  you  want  it. 

I  want  to  say  a  few  words  regarding  another  point — namely,  the 
peculiarities  of  peritonitis  and  appendicitis.  I  have  preached  this 
doctrine  in  and  out  of  season,  that  as  soon  as  a  person  has  peritonitis, 
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I  say  it  is  appendicitis,  and  I  operate.  I  have  never  failed  to  find 
the  diseased  appendix  in  those  cases,  excepting  in  one  instance,  which 
happened  a  short  time  ago,  after  I  had  done  a  good  many  operations. 
I  think  we  are  liable  to  make  a  mistake  in  some  cases.  I  was  called 
to  see  a  woman  whose  abdomen  was  very  much  distended,  and  she  had 
all  the  symptoms  of  peritonitis.  She  had  high  fever,  rapid  pulse,  etc. 
I  could  not  find  a  swelling  or  evidences  of  a  tumor  in  the  region  of 
the  appendix.  However,  the  woman  was  taken  to  the  hospital  and 
was  operated  upon.  On  opening  the  abdomen  I  found  a  considerable 
amount  of  sero-sanguineous  fluid,  which  was  removed.  There  was  no 
pus  at  all.  A  culture  was  made  of  the  fluid,  which  showed  simply 
the  staphylococcus  albus.  The  appendix  was  turned  out  and  exam- 
ined, and  was  apparently  perfectly  normal.  But  in  order  to  earn  my 
money  (as  I  operated  for  nothing),  I  thought  I  had  better  take  it  out, 
and  this  I  did  ;  washed  out  the  peritoneal  cavity  with  saline  solution, 
and  the  patient  made  a  rapid  recovery. 

I  want  to  relate  one  other  case.  A  young  married  man  was  taken 
last  fall  with  a  severe  pain  in  the  abdomen,  and  sent  for  a  physician. 
The  pain  was  described  as  "  cramps  of  the  stomach."  He  had  colicky 
pains  which  lingered  along  for  a  few  days,  and  then  he  recovered. 
After  a  little  while,  in  November,  he  had  another  attack,  and  recov- 
ered. In  the  mean  time  he  contracted  a  severe  cough,  and  thought 
sure  he  had  consumption,  and  was  sent  to  Colorado.  While  there  he 
had  another  attack  of  pain  in  the  region  of  the  stomach,  followed  by 
retching  and  vomiting.  During  this  attack  he  was  quite  ill  for  a  week. 
However,  it  subsided,  and  he  came  home.  Shortly  after  his  return 
home  he  had  another  attack,  and  again  he  recovered.  An  excellent 
specialist  on  diseases  of  the  lungs  said  he  had  bronchitis,  and  sent  him 
to  Asheville,  N.  C.  He  was  there  three  or  four  weeks,  recovered, 
came  back,  organized  a  stock  company,  was  taken  with  a  severe  pain 
in  the  abdomen  again.  He  called  in  another  physician,  who  made  a 
diagnosis  of  appendicitis.  The  physician  telegraphed  me,  as  I  was 
out  of  town  at  the  time,  and  I  went  to  see  the  man.  He  had  a  tem- 
perature of  103°  F.,  a  rapid  pulse,  and  there  were  unmistakable  evi- 
dences of  appendicitis.  I  operated  on  him  and  removed  a  large  gan- 
grenous appendix.  He  evidently  had  relapsing  appendicitis  at  repeated 
times,  or  the  appendix  must  have  ruptured  a  little,  and  some  of  the 
pus  had  been  absorbed,  and,  as  the  weather  was  cold,  the  man  could 
not  eliminate  this  septic  material  by  the  skin  and  kidneys,  some  of  it 
was  eliminated  by  the  lungs,  and  he  was  supposed  to  have  had  con- 
sumption, and  later  bronchitis.  But  all  he  had  was  relapsing  appen- 
dicitis.   He  is  now  the  picture  of  health. 
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I  simply  call  your  attention  to  this  remarkable  case  to  show  the 
various  symptoms  that  can  be  produced  by  relapsing  appendicitis. 

Dr.  Charles  N.  Smith,  of  Toledo,  Ohio. — I  believe,  under  certain 
circumstances,  it  is  a  good  idea  to  make  the  incision  in  cases  of  appen- 
dicitis at  the  site  pointed  out  by  Dr.  Carstens  on  the  board.  However, 
where  we  have  an  abscess-cavity,  I  prefer  to  keep  as  close  practically 
to  the  spine  of  the  ilium  as  possible,  and  in  those  cases  of  large  abscess 
I  make  an  incision  in  three  directions — an  incision  which  the  essayist, 
if  I  understand  him  correctly,  rather  condemned  under  these  circum- 
stances. But  I  do  it  to  avoid  the  danger  of  hernia,  of  which  he  spoke. 
First,  the  skin  incision ;  secondly,  an  incision  through  one  of  the 
oblique  muscles,  and  then  a  third  incision  is  made  with  the  point  of  a 
sharp  knife,  the  incisions  crossing  one  another  in  the  manner  I  show 
you  (illustrating).  With  retractors  we  can  get  ample  room  for  turning 
out  the  appendix  or  evacuating  the  contents  of  the  abscess-cavity.  An 
incision  made  in  this  manner  must  be  longer  than  the  straight  incision 
in  order  to  obtain  room ;  but  I  do  not  consider  that  a  long  incision, 
where  the  incisions  cross  one  another,  is  a  disadvantage.  There  is  a 
great  advantage  in  the  cross  incision,  in  that  when  the  retractors  are 
withdrawn  the  wound  closes  of  itself.  There  is  but  little  necessity  for 
sutures.  As  a  matter  of  fact,  the  only  drawback  to  this  incision,  in 
my  observation,  is  that  the  gauze,  emerging  at  this  point  (illustrating), 
is  apt  to  be  pressed  upon  too  firmly  and  interferes  somewhat  with 
drainage.  In  those  cases  I  take  a  large  glass  drainage-tube  and  pass 
it  through  into  the  abscess-cavity  with  the  tail  of  gauze  down  through, 
or  two  or  three  strips  down  through  the  large  drain,  passing  them  in 
different  directions  as  may  be  indicated  at  the  time  of  the  operation. 
I  believe  this  minimizes  the  dangers  of  hernia.  We  all  know  that  if 
we  make  another  incision  and  insert  retention  sutures,  to  be  tied  later, 
that  they  are  not  so  apt  to  cut  out. 

As  to  the  method  of  dealing  with  the  stump,  the  essayist  spoke  of 
tying  it  at  this  point  with  silk,  which  I  consider  very  unwise,  because 
here  (illustrating)  we  have  closed  in  the  little  cavity,  which  we  left  out- 
side of  the  stump,  inside  of  the  peritoneum — as  illustrated  by  Dr.  Cars- 
tens's  drawings — and  the  cecum,  and  as  the  essayist  has  well  said,  the 
ligature  becoming  infected  will  progress  more  easily  toward  the  perito- 
neal cavity  than  toward  the  cecum.  Dr.  Carstens  does  one  thing  which 
he  did  not  speak  of.  I  have  seen  him  do  this  operation.  He  uses 
kangaroo  tendon  at  this  point,  which  is  entirely  different.  Curetting 
is  not  sufficient  to  remove  the  infection.  Eventually  he  has  softening 
and  absorption  of  the  ligature,  with  drainage  of  the  little  cavity  into 
the  cecum.    I  believe  a  better  method  than  that  is  the  operation  of 
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inversion  as  advocated  by  Dawbarn.  With  this  method  we  do  away 
with  all  the  infected  structures — that  is,  the  stump  of  the  appendix. 
There  is  no  question  as  to  our  ability  to  disinfect  the  stump  by  the 
application  of  antiseptics  or  by  curetting.  The  purse-string  suture 
having  to  be  placed  before  the  appendix  is  divided,  given  a  half  tie, 
the  appendix  cannot  always  be  followed.  In  some  cases  it  is  impossi- 
ble to  invert  the  stump  of  the  appendix  when  it  is  infected  close  down 
to  its  seat,  but  in  the  majority  of  cases  we  can  invert  the  appendix, 
then  we  have  it  turned  inside  of  the  cecum,  or  rather  the  peritoneum  is 
puckered  up  at  this  point  (illustrating).  Everything  is  clean  and 
smooth,  and  there  is  no  danger  of  fecal  fistula  following.  There  is  no 
infected  ligature  which  can  possibly  cause  subsequent  fistula. 

As  to  drainage  by  thorough  packing  with  gauze,  I  believe  it  is 
always  advisable  in  these  cases,  although  we  have  recently  had  some 
objections  made  to  so-called  taxidermy  of  the  abdominal  cavity.  I 
believe  free  drainage  with  gauze  in  all  directions  is  always  advisable. 

Dr.  Carstens. — I  would  like  to  ask  Dr.  Smith  whether  he  uses  silk 
or  an  absorbable  ligature  for  the  stump. 

Dr.  Smith. — An  absorbable  ligature. 

Dr.  Carstens. — What  do  you  use  in  sewing  over  the  peritoneum  ? 
Dr.  Smith. — I  use  silk. 

Dr.  Rufus  B.  Hall,  of  Cincinnati. — The  first  essayist  has  brought 
up  a  question  that  is  of  more  than  passing  interest  in  advocating  a 
certain  line  of  procedure,  and  the  technique  of  the  operation  is  as 
nearly  perfect  as  the  combined  experience  of  the  day  will  justify.  Of 
course,  we  have  certain  points  in  detail  where  we  differ  personally, 
and  here  is  the  place  to  state  our  differences,  to  see  which  one  is  right, 
and  what  experience  will  lead  us  to.  The  point  I  desire  particularly 
to  speak  of  is  with  reference  to  the  removal  of  the  appendix  at  the 
time  of  the  operation  in  suppurative  cases.  The  essayist  said  when- 
ever we  have  pus,  the  appendix  should  be  removed.  I  think  opera- 
tors in  general  are  working  along  that  line,  and  this  point  was  brought 
out  very  clearly  in  the  last  paper.  There  are  cases  coming  under  our 
observation  of  acute  suppuration  of  the  appendix,  where  search  for  the 
appendix  and  removal  of  it  would  practically  mean  death  of  the  patient 
on  account  of  a  prolonged  operation.  If  we  allow  the  statement  to  go 
out  from  this  Association  that  in  all  cases  of  suppurative  appendicitis 
the  appendix  must  be  removed,  we  shall  be  severely  criticised.  We 
do  not  remove  the  appendix  in  every  suppurative  case,  although  it 
may  be  necessary  to  do  so  at  a  second  operation.  Every  case  must  be 
a  law  unto  itself,  and  the  surgeon  must  be  the  judge  as  to  whether  the 
appendix  shall  be  removed  or  not.    There  are  enough  cases  operated 
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on  after  the  appendix  has  been  left  in  suppurative  cases  to  show  that 
there  is  danger  from  recurrence,  and  this  danger  is  so  great  that  we 
ought  to  make  an  effort  to  remove  the  appendix  in  all  cases  where  it 
is  practicable. 

Coming  to  the  subject  of  irrigation,  I  regard  it  in  appendicitis  as  a 
source  of  much  danger.  Of  course,  in  those  cases  where  the  suppura- 
tive focus  is  walled  off  and  does  not  communicate  with  the  general  peri- 
toneal cavity,  it  is  well  enough  to  drain  the  abscess- cavity.  After 
you  have  broken  up  adhesions,  opened  up  the  general  peritoneal 
cavity,  unless  you  have  flooded  it  with  pus,  I  doubt  the  advisability 
of  irrigation.  If,  in  an  operation,  the  barrier  has  been  broken  down 
so  that  the  peritoneal  cavity  is  infected,  then  irrigation  of  the  general 
peritoneal  cavity  would  be  a  rational  procedure  to  adopt.  But  with 
the  care  and  the  method  advocated  by  Dr.  Carstens,  of  thoroughly 
sponging  out  every  portion  of  the  abscess-cavity  at  the  time  of  the 
operation,  mopping  it  out  little  by  little,  not  infecting  the  peritoneal 
cavity  with  pus,  it  is  to  the  best  interest  of  the  patient  not  to  irrigate, 
but  to  drain  with  rubber  tubing  and  gauze. 

The  essayist,  in  the  technique  of  the  operation,  advocated  the  use  of 
silk.  My  experience  has  taught  me  that  it  is  better  not  to  use  silk  in 
these  cases.  If  we  have  to  operate  for  recurrent  appendicitis  without 
pus,  such  as  the  catarrhal  form,  silk  will  do,  and  in  a  number  of  cases 
you  will  not  hear  from  it.  On  the  other  hand,  in  cases  where  we  have 
pus  present  at  the  time  of  the  operation,  subsequent  infection  of  the 
silk  is  very  certain.  If  you  have  infection  of  the  silk  you  have  a  sinus 
for  months  afterward,  and  hernia  following.  Those  are  the  cases  in 
which  some  absorbable  ligature  is  to  be  preferred,  and  then  treat  the 
stump  as  best  indicated,  either  by  invagination  or  otherwise. 

I  like  the  invagination  method  described  by  Dr.  Smith,  and  I  use  it 
wherever  it  is  practicable.  In  many  cases  it  is  not  practicable.  Where 
the  head  of  the  colon  is  turned  in  and  repaired,  even  there  I  prefer  cat- 
gut or  kangaroo-tendon,  for  the  reason  there  is  very  little  danger  of 
infection.  If  this  is  infected,  in  a  few  days  the  ligature  absorbs,  and 
the  danger  of  fecal  fistula  remaining  is  much  less  than  where  silk  is  used. 

Dr.  TV.  E.  B.  Davis,  of  Birmingham,  Ala. — In  cases  of  recurrent 
appendicitis,  when  we  operate  between  the  attacks,  I  believe  the  best 
course  to  pursue  is  to  excise  the  appendix  and  bring  the  bowel  together 
just  as  we  would  do  in  a  case  of  gunshot  wound.  In  cases  of  infection, 
where  there  is  an  abscess,  it  is  immaterial  how  we  deal  with  the  stump 
of  the  appendix,  except  that  we  should  not  tie  it  off  with  a  silk  liga- 
ture. If  we  do  we  may  have  the  trouble  that  has  already  been  men- 
tioned— a  fistula — until  the  ligature  comes  away.    In  such  cases  the 
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animal  ligature  should  be  applied,  if  any  ligature  material  is  used.  If 
we  simply  pack  with  gauze  the  stump  will  be  cared  for.  The  fact  is 
the  appendico-cecal  opening  is  generally  closed  before  there  is  perfo- 
ration of  the  appendix,  and  it  is  often  immaterial  whether  we  use  a 
ligature  or  not.  In  one  of  my  last  cases  I  simply  packed  with  gauze. 
I  remember  another  case,  in  which  the  head  of  the  colon  was  so  ex- 
tensively destroyed  that  it  was  not  prudent  to  stitch  the  opening  up. 
It  would  have  closed  the  colon  too  tightly.  I  took  a  through-and- 
through  stitch,  brought  the  edges  of  the  bowel  together  without  any 
attempt  to  make  a  complete  closure,  and  packed  with  gauze.  This 
patient  recovered  without  a  fecal  fistula.  The  use  of  gauze  is  to  be 
advised  in  all  suppurative  cases,  and  in  those  cases  where  we  enter  the 
general  peritoneal  cavity  we  should  be  careful  not  to  remove  the  gauze 
before  the  end  of  the  fourth  or  fifth  day.  In  packing  gauze  be  sure 
to  put  an  extra  strand  in  the  abdominal  incision,  so  that  a  part  can 
be  removed  at  the  end  of  twenty-four  hours,  and  the  other  at  the  end 
of  forty-eight  hours.  By  so  doing  the  opening  is  left  patent,  so  that 
there  will  be  no  obstruction  to  drainage.  After  forty -eight  hours  we 
do  not  need  any  material  drain,  as  by  that  time  the  cavity  will  have 
been  sufficiently  walled  off  to  cause  the  fluid  to  flow  over.  It  is  not 
safe  to  remove  the  gauze  that  has  been  packed  around  the  appendix 
and  the  suppurative  area  for  four  or  five  days,  for  the  reason  that  by 
so  doing  we  will  break  up  adhesions.  I  have  conducted  a  series  of 
experiments  along  this  line  with  reference  to  gall-bladder  operations. 
I  have  incised  or  removed  the  gall-bladder  without  stitching  or  tying 
it  off,  and  after  forty-eight  hours  I  have  opened  the  abdomen,  dilated 
the  incision,  removed  the  gauze,  and  the  intestines  could  be  seen  to 
separate.  If  you  wait  four  or  five  days  before  removing  the  gauze,  there 
will  no  disturbance  of  the  parts.  It  should  be  remembered  that  gauze 
does  not  drain  for  that  length  of  time,  and  is  left  in  after  forty-eight 
hours  because  of  the  danger  that  would  be  incurred  by  its  removal. 

Dr.  B.  Sherwood-Dunn,  of  Boston,  Mass. — I  quite  agree  with 
Dr.  Carstens  and  Dr.  Hall  in  respect  to  irrigation.  For  the  past  three 
years  in  all  of  my  work  I  have  practically  abandoned  irrigation.  I 
do  not  now  irrigate  after  curetting  the  uterus,  and  my  after-results 
have  been  a  great  deal  better.  I  would  rather  sponge  out  the  cavities 
than  irrigate  them  in  cases  of  appendicitis.  Dr.  Carstens  spoke  of 
curetting  the  lumen  of  the  remaining  stump  and  the  stump  itself. 
In  the  place  of  that,  I  use  the  thermo-cautery,  and  it  has  given  me 
the  best  satisfaction.  I  invariably  cauterize  the  stumps  remaining 
after  ovariotomy,  and  since  I  have  done  this  I  have  not  been  troubled 
with  the  adhesions  that  I  had  several  years  previously  in  my  cases. 
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I  wish  to  mention  a  case  of  appendicitis  which  is  one  of  the  most 
unique  I  ever  heard  of.  The  woman  was  sent  to  me  for  an  ovarian 
complication.  In  my  case-book,  which  is  the  regular  printed  form  of 
case-books,  I  took  the  entire  history  of  the  case  from  one  end  to  the 
other.  There  was  no  history  of  appendiceal  complication  or  bowel 
trouble,  and  no  pain  referable  to  the  appendix,  nor  constipation,  diar- 
rhea, nor  vomiting.  The  woman  was  operated  by  an  ordinary  median 
incision,  as  for  laparatomy,  for  her  ovarian  difficulty,  and  the  left  ovary 
was  found  completely  degenerated,  and  was  removed  with  the  tube. 
When  going  over  to  the  right  ovary  I  came  in  contact  with  a  perceptible 
tumor  that  I  have  never  before  suspected.  It  extended  from  the 
lower  border  of  the  liver  down  to  the  superior  border  of  the  broad 
ligament ;  it  was  intimately  adherent  to  all  the  neighboring  structures 
and  spinal  column,  and  was  found  to  be  attached  to  the  intestine,  and 
we  determined  it  was  appendicitis.  After  opening  up  the  abscess  I 
evacuated  three  pints  of  the  most  foul-smelling  pus  imaginable.  In 
the  operating-room  for  some  time  after,  in  spite  of  deodorants,  we 
could  not  eliminate  the  odor.  There  was  no  possibility  of  enucleating 
this  abscess,  and  after  completely  evacuating  the  sac  I  packed  it  with 
iodoform-gauze.  For  several  weeks  afterward  there  was  a  slight  ac- 
cumulation of  pus  at  one  end  of  the  tube,  which  made  it  impossible 
to  get  free  granulation  to  close  the  wound.  To  my  best  judgment  in 
this  case  the  organ  had  been  hypertrophied  and  enlarged  by  slow 
growth,  and  had  given  rise  to  no  symptoms  that  would  call  attention 
to  it.  By  the  aid  of  an  instrument,  in  the  form  of  a  pair  of  forceps, 
with  opening  jaws  at  the  upper  end  and  carrying  a  tube  in  one  of  its 
branches,  I  daily  flushed  the  cavity  with  permanganate  of  potash  and 
peroxide  of  hydrogen,  and  got  granulation  and  complete  closure  of 
the  cavity.  This  case  gave  me  a  great  deal  of  trouble,  because  of  the 
upper  pus  pocket. 

Dr.  Edwin  Walker,  of  Evansville,  Ind.—  I  apprehend  that  in 
this  discussion  the  practice  of  different  surgeons  is  not  so  different  as 
we  would  suppose  from  the  remarks.  With  reference  to  breaking  up 
walled-abscess  cavities,  I  believe  Dr.  McMurtry,  like  the  rest  of  us, 
would  make  exceptions  in  some  cases.  I  always  dread  to  break  into 
the  peritoneal  cavity  when  I  have  an  infected  area,  and  the  rule  I 
follow  usually  depends  on  the  location  of  the  abscess.  If  the  abscess 
is  situated  far  in,  and  I  cannot  open  it  without  entering  the  peritoneal 
cavity,  then  I  go  ahead  and  find  the  appendix  at  whatever  hazard. 
If  the  abscess  should  be  situated  low  down,  in  a  few  instances  I  have 
gone  underneath  the  peritoneum  and  drained  it  from  below.  In  this 
way  we  avoid  soiling  the  peritoneum.    The  cases  with  thick  abscess- 
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walls  are  the  ones  that  require  drainage,  and  I  dread  any  drainage 
that  is  in  direct  connection  with  the  abdominal  cavity.  If  we  can 
avoid  it  we  should  do  so,  because  we  are  very  apt  to  soil  the  perito- 
neum, or  the  drain  may  be  an  avenue  through  which  infectious  mate- 
rial may  enter  the  general  peritoneal  cavity.  Where  the  septic  mate- 
rial is  held  loosely,  it  is  questionable  whether  we  should  drain  or  not. 
In  these  cases  we  can  wipe  out  the  fluid.  I  am  glad  to  hear  that  so 
many  gentlemen  are  using  the  dry  method  and  avoiding  irrigation  in 
cases  of  local  collections  of  pus  in  the  abdomen.  I  have  invariably 
wiped  out  pus  in  these  cases  for  several  years. 

There  was  one  point  not  brought  out  in  the  discussion,  and  that  was 
with  reference  to  perfection  of  diagnosis.  I  mean  the  differential 
diagnosis  between  appendicitis  and  typhoid  fever.  I  have  used  the 
Widal  test,  as  perfected  by  Dr.  Johnston,  of  Montreal,  in  three  in- 
stances in  which  I  was  about  to  operate  for  appendicitis,  and  the  cases 
proved  to  be  typhoid  fever,  as  was  subsequently  shown  by  the  history. 
In  one  case  the  result  of  the  test  was  negative.  I  operated  on  this  one 
and  found  it  to  be  appendicitis. 

Dr.  James  F.  W.  Ross,  of  Toronto. — The  last  remark  of  Dr.  Walker 
brings  me  to  my  feet.  Within  the  past  week  I  operated  on  a  woman 
suffering  with  appendicitis.  I  saw  her  about  ten  days  before.  A 
diagnosis  of  appendicitis  was  made,  but  it  was  not  considered  wise  to 
operate  at  the  time.  However,  the  family  physician  began  to  think 
that  because  there  was  an  elevation  of  temperature  she  was  suffering 
from  typhoid  fever,  and  had  changed  his  opinion  regarding  the  diag- 
nosis. Johnston's  serum  blood  test  was  used,  and  gave  a  distinct  typhoid 
reaction.  The  attending  physician,  therefore,  came  to  the  conclusion 
that  this  test  settled  the  matter,  and  by  a  peculiar  accident  I  again 
saw  the  case  in  consultation  with  him.  On  examination  I  found  a 
deeply  fluctuating  mass  in  the  right  iliac  fossa,  and  expressed  myself 
that  the  case  was  one  of  appendicitis,  and  should  be  operated  upon, 
notwithstanding  the  typhoid  reaction  obtained,  and  the  doctor  agreed 
with  me.  I  opened  an  appendiceal  abscess.  This  case  shows  the 
danger  of  relying  too  much  on  some  of  the  tests  given  to  us. 

The  question  of  operation  in  appendicitis  has  been  pretty  well  settled. 
The  technique  of  the  operation  has  been  improved,  and  whether  we 
use  kangaroo-tendon  or  silk,  it  matters  but  little.  Lives  are  saved. 
The  little  refinements  in  technique  we  can  gradually  find  out  for  our- 
selves. I  sometimes  think  that  perhaps  before  long  we  will  do  a  com- 
plete operation  and  remove  the  entire  stump.  It  seems  to  me  there  is 
no  particular  advantage  in  leaving  a  stump  of  glandular  tissue  behind. 
But  this  is  not  the  question  that  interests  the  general  practitioner  most. 
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When  are  we  to  operate,  and  when  are  we  not  to  operate  ?  For  the 
present  I  withhold  my  hand  in  cases  of  fulminating  appendicitis,  or, 
as  I  call  them,  cases  of  general  purulent  peritonitis  beyond  all  hope, 
with  or  without  operation.  All  such  cases  upon  which  I  have  oper- 
ated have  died.  If  operated  on  within  a  few  hours  after  the  onset  of 
grave  symptoms  a  small  percentage  may,  perhaps,  be  saved.  I  find, 
from  conference  with  my  confreres  in  this  Association,  that  they  have 
met  with  similar  experience  in  regard  to  these  cases.  I  do  not  mean 
the  simple  cases.  I  do  not  mean  the  cases  that  are  sometimes  regarded 
as  fulminant,  but  I  mean  the  class  of  cases  that  seem  to  be  deadly 
from  the  onset  of  the  disease. 

When  shall  we  withhold  our  hands  in  these  cases  in  which  we  have 
the  black  vomiting,  the  enormous  distention  of  the  intestines,  pulse 
about  160,  cold  hands  and  feet,  and  every  appearance  that  the  patient 
is  almost  in  articulo  mortii  t  When  operated  on  these  cases  die  in  a 
short  time. 

Should  we  operate  at  all  in  such  cases?  I  have  seen  two  in  this 
condition  recover,  much  to  my  surprise  and  contrary  to  my  expecta- 
tions, without  operation.  Operation  may,  in  such  cases,  turn  the  bal- 
ance the  wrong  way.  I  do  not  mean  to  say,  however,  that  we  should 
not  operate.  With  and  without  operation,  with  and  without  medical 
treatment,  such  patients  die. 

I  believe  that  the  moment  appendicitis  is  diagnosticated,  if  the 
diagnosis  is  made  early,  the  patient  is  safer  with  an  operation  than 
without  it,  if  the  operation  is  done  under  the  proper  conditions  by  a 
skilled  operator.  If  I  had  a  sudden  acute  onset  of  pain  in  the  abdo- 
men, rigidity  of  the  right  rectus  muscle,  nausea,  elevation  of  tempera- 
ture, I  should  ask  some  surgeon  to  open  my  abdomen  without  delay. 
In  ninety-nine  cases  out  of  one  hundred,  if  a  man  is  suffering  in  this 
way  he  is  a  good  deal  safer  with  his  appendix  in  a  bottle  than  in  his 
belly. 

When  to  operate  :  It  is  here  that  the  question  of  diagnosis  comes 
in.  I  operated  on  a  physician  who,  for  two  days,  went  about  attend- 
ing to  his  practice  with  the  idea  that  he  was  suffering  from  renal  colic. 
He  was  an  intelligent  man.  The  diagnosis  of  these  cases  is  sometimes 
extremely  difficult,  and  every  now  and  then  we  will  be  tripped  up,  but 
still  we  are  getting  nearer  to  the  perfection  point. 

The  specimen  I  showed  yesterday  afternoon  was  removed  from  a 
patient  two  weeks  ago.  I  was  sent  for  by  the  patient  and  his  friends, 
and  not  by  the  physicians  in  attendance,  because  the  case  appeared 
so  mild  that  no  serious  result  was  apprehended  by  them.  There  had 
been  three  or  four  deaths  from  appendicitis  in  the  town,  and  therefore 
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there  was  some  uneasiness  among  the  patient's  friends.  The  "gentle- 
man had  been  sick  for  a  week.  He  had  a  tender  spot,  and  I ;  could 
feel  a  distinct  tumor  in  the  region  of  the  appendix.  There  was  no 
rise  of  temperature  or  pulse.  I  told  him  that  he  could  take  his  choice 
regarding  operation.  I  would  stay  overnight,  and,  after  the  neces- 
sary preparations,  would  operate  on  him  and  remove  his  appendix 
or  he  could  keep  it  in  his  abdomen.  I  advised  him  to  be  operated  on, 
because  the  condition  inside  was  an  obscure  one ;  because  I  deemed  it 
better  to  operate  then  than  to  postpone  operation  until  grave  symp- 
toms set  in.  I  said  that  I  might  go  home,  and  then  be  called  back  too 
late  to  save  him.    He  decided  to  have  the  appendix  in  a  bottle. 

I  found  a  large  collection  of  fat  in  the  mesentery  of  the  appendix, 
which  was  edematous  and  pink  in  color.  There  were  no  adhesions. 
On  outward  inspection  there  was  not  much  to  be  noticed.  In  some 
of  these  cases  there  may  not  be  much  to  be  seen  on  the  surface.  I 
am  satisfied  that  in  this  case  the  trouble  began  with  a  perforation  of 
the  wall  of  the  appendix  into  the  fat-filled  mesentery.  This  was  fol- 
lowed by  commencing  suppuration  in  the  fat ;  later,  an  abscess  would 
have  formed,  and  from  the  abscess  we  might  at  any  moment  have  had 
a  sudden  onset  of  severe  and  grave  symptoms.  To  look  at  the  appen- 
dix you  might  say  that  no  perforation  is  present.  If  you  examine  it 
more  minutely  you  will  notice  that  there  is  a  contamination  of  the  fat 
which  will  be  found  to  result  from  perforation  of  the  wall  of  the  ap- 
pendix. 

Note. — Appendix  subsequently  examined.  A  perforation  the  size 
of  a  pin's  head  found  near  its  tip  into  the  folds  of  the  mesentery  con- 
taining the  fat,  a  definite  area  of  the  fat  beginning  to  break  down. 

Dr.  John  M.  Duff,  of  Pittsburg. — Your  last  remark,  Mr.  Presi- 
dent, brings  to  my  mind  a  case  which  I  think  is  worthy  of  considera- 
tion, and  that  is  the  synchronous  attack  of  appendicitis  and  typhoid 
fever.  Several  years  ago,  before  we  knew  as  much  about  appendicitis 
as  we  do  at  the  present  time,  we  had  an  epidemic  of  typhoid  fever  in 
the  city  in  which  I  live.  At  that  time  six  hundred  cases  of  typhoid 
fever  were  reported,  and  in  one  family  there  were  three  cases  of  un- 
doubted typhoid  fever,  in  one  of  which  appendicitis  occurred.  I  did 
not  recognize  it  as  a  case  of  appendicitis  until  an  abscess  formed  and 
opened  externally. 

Last  summer  I  saw  a  young  man,  in  consultation  with  Dr.  Thomas, 
of  our  city,  who  presented  the  characteristic  clinical  history  of  typhoid 
fever.  The  typhoid  rash  was  well  marked.  About  the  third  week  of 
his  illness  appendicitis  developed ;  it  was  readily  diagnosticated,  and 
we  insisted  upon  operation,  but  the  family  would  not  consent.  One 
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night  it  was  thought  that  the  patient  was  dying,  and  the  family  sent 
for  both  of  us,  saying  that  we  might  operate,  and  Dr.  Thomas  said 
there  was  nothing  to  be  gained  by  operating  at  this  late  stage.  Within 
an  hour  the  abscess  ruptured  into  the  bowel,  and  the  man  got  well. 

Dr.  Charles  G.  Cumston,  of  Boston. — I  wish  to  say  a  few  words  re- 
garding the  incision  along  the  border  of  the  rectus  muscle,  as  mentioned 
by  Dr.  Carstens  in  his  remarks.  I  have  resorted  to  it  in  a  limited 
number  of  cases  successfully.  There  is  only  one  thing  that  I  have 
found  in  connection  with  this  incision,  and  that  is,  it  is  hard  to  come 
upon  the  point  to  find  the  fascia,  and  in  two  instances  I  have  had  a 
considerable  amount  of  hemorrhage  from  the  muscles,  so  that  some 
little  time  was  consumed  in  ligating  the  vessels.  I  have  also  used  the 
figure-of-eight  suture,  and  since  the  meeting  of  the  International  Con- 
gress of  Gynecology  last  year,  at  which  time  I  saw  it  employed  in  a 
case  by  my  friend,  Dr.  Segond,  of  Paris,  I  have  used  it,  and  like  it 
very  much.  There  is  only  one  change  that  I  have  made.  It  is  not  my 
idea,  but  it  is  that  of  Professor  La  Torre,  of  Rome.  I  do  not  include 
the  peritoneum  in  the  suture.  At  the  last  International  Congress  of 
Gynecology  this  gentleman  read  an  extremely  valuable  and  exhaus- 
tive paper  on  the  best  method  of  closing  the  abdominal  wall.  I  think 
he  has  proven  conclusively  that  a  large  number  of  post-operative 
hernias  are  due  to  the  fact  that  the  peritoneum  is  included  between 
the  borders  of  the  incision  and  in  the  suture,  and  this  is  what  results 
when  the  wound  heals.  The  peritoneum  goes  between  the  borders  of 
the  incision  and  makes  the  wall  thinner,  forming  a  kind  of  sulcus  on 
the  internal  aspect  of  the  incision. 

There  is  one  question  I  would  ask  the  essayist.  I  have  been  deeply 
impressed  with  the  number  of  autopsies  made  on  subjects  who  have 
died  from  other  diseases  than  appendicitis,  in  which  I  have  found 
the  appendix  normally  situated  under  or  near  the  liver,  so  that  it 
would  occur  to  me,  if  these  patients  had  been  subjects  of  appendicitis, 
a  diagnosis  of  abscess  of  the  liver  would  almost  be  certain.  I  would 
ask  the  essayist  if  he  has  ever  met  such  cases  ? 

One  other  point  regarding  the  remarks  made  by  our  President.  I 
have  seen  two  cases  similar  to  his  in  which  the  initial  attack  of  appen- 
dicitis was  not  marked.  The  patients  simply  had  a  dull  pain  over  the 
site  of  the  appendix,  usually  more  exacerbating  toward  night,  after 
they  had  done  their  day's  work.  In  one  case  I  removed  the  appendix. 
The  surrounding  peritoneum  and  the  appendix  presented  the  condition 
which  has  been  well  denominated  by  the  French  physicians  as  "  peri- 
tonism"— in  other  words,  a  low-grade  inflammation  of  the  peritoneum 
produced  by  an  appendix  containing  one  or  more  strictures — Dieula- 
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foy's  theory,  which  likens  the  appendix  to  a  closed  sac,  the  micro- 
organisms being  enclosed  in  the  appendix,  their  exit  being  prevented  by 
one  or  more  strictures  in  the  organ,  holding  them  there,  and,  from  time 
to  time,  under  certain  conditions,  setting  up  a  low  grade  of  inflamma- 
tion which  will  finally  go  on  to  suppuration.  I  find  there  are  such 
cases.  In  the  case  of  a  young  man,  who  was  losing  weight,  who  had 
pain  in  the  right  iliac  fossa  for  nine  months,  with  a  temperature  in 
the  evening  of  about  38°  C,  when  I  removed  the  appendix  it  had 
three  strictures  in  it.  The  man  is  now  perfectly  well,  and  has  gained 
in  weight.  I  take  it  that  the  operation  was  not  useless  in  his  case, 
although  the  patient  never  had  an  acute  attack  of  appendicitis. 

Dr.  Walter  B.  Dorsett,  of  St.  Louis. — This  subject  has  been 
covered  very  fully,  not  only  by  the  essayist,  but  by  the  gentlemen  who 
have  participated  in  the  discussion.  It  seems  to  me  the  question  of 
diagnosis  has  not  received  the  attention  that  it  should.  Not  long  ago 
I  operated  upon  a  patient  for  something  that  I  did  not  know  exactly. 
The  patient  was  sent  to  me  to  be  treated  for  dysmenorrhea.  She  had 
been  treated  by  an  excellent  physician  in  the  State  for  a  number  of 
years  for  different  ailments,  and  finally  fell  into  the  hands  of  gyne- 
cologists, who  did  a  good  deal  of  hot  washing,  dilatation  of  the  cervix, 
tamponing,  and  curettage.  In  making  a  bimanual  examination  the 
ovaries  were  distinctly  felt,  and  there  was  not  much  to  be  learned 
really  from  the  examination.  But  she  insisted  upon  an  operation, 
and  I  operated.  In  opening  the  abdomen  I  found  the  intestines  ad- 
herent ;  the  tubes  were  more  or  less  involved  in  the  adhesions,  and 
the  ovaries  seemed  to  be  in  a  healthy  condition.  In  separating  the 
adhesions  I  came  across  the  appendix,  with  its  tip  adherent  to  a  coil 
of  small  bowel,  and  in  going  over  on  the  right  side,  and  investigating 
a  little  further,  I  found  a  place  from  which  the  appendix  had  sloughed. 
In  the  letter  written  to  me  by  the  gentleman  who  attended  her  in  her 
first  attack,  he  evidently  took  the  case  to  be  one  of  possible  ovaritis, 
and  the  question  of  diagnosis  did  not  seem  to  be  hard  for  him  to  make 
out.  This  case  taught  me  a  lesson — namely,  that  in  some  of  these 
cases  the  diagnosis  is  by  no  means  easily  made. 

Just  a  week  before  I  left  home  I  was  called  to  see  a  young  lady,  a 
stenographer,  who  had  been  habitually  constipated  for  a  number  of 
years.  A  few  days  before  I  saw  her  she  came  home  with  a  pain  in 
her  uterus,  and  it  seems  that  a  neighboring  physician  was  called  and 
gave  her  a  hypodermic  injection  of  morphine.  Inasmuch  as  the  pain 
was  not  relieved,  his  services  were  dispensed  with.  Another  good 
gynecologist  treated  her  for  ovarian  neuralgia.  I  was  the  third  one 
that  was  called.    Having  confidence  in  the  ability  of  the  gentleman 
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who  preceded  me,  I  did  not  examine  the  patient  as  carefully  as  I 
should  have  done.  On  the  third  day,  after  treating  her,  in  palpating 
the  abdomen  I  found  a  mass  in  the  right  side,  and  concluded  that  she 
had  appendicitis.  I  must  give  credit  to  the  gentleman  that  he  had 
previously  used  the  saline  treatment,  after  which  there  seemed  to  have 
been  a  subsidence  of  the  pain  and  tenderness  at  the  time  I  examined 
her,  comparing  her  condition  then  with  what  it  had  been  a  few  days 
previously,  according  to  her  account.  In  a  few  days  the  symptoms 
were  relighted,  and  I  insisted  upon  operation.  She  was  sent  to  the 
hospital ;  an  incision  was  made  along  the  track  of  the  appendix,  and 
I  succeeded  in  getting  the  appendix  out,  finding  two  perforations  and 
two  fecal  masses  loose  in  the  sac,  but  no  pus.  She  is  making  a  good 
recovery. 

I  speak  of  this  case  to  show  the  necessity  of  studying  our  cases  care- 
fully, and  the  necessity,  furthermore,  of  differentiating  between  ova- 
rian trouble  on  the  right  side  and  appendicitis. 

Dr.  Albert  Goldspohn,  of  Chicago. — I  recall  a  very  unique  case 
that  emphasizes  the  fact  of  difficulty  of  diagnosis  in  anomalous  cases. 
About  seven  years  ago  a  well-developed,  vigorous  girl,  aged  sixteen 
years,  came  under  my  observation,  with  an  abscess  in  the  left  side  of 
the  pelvis  above  Poupart's  ligament.  It  presented  all  the  signs  of 
what  we  ordinarily  regard  as  an  intraligamentary  abscess.  The  gen- 
eral surroundings  of  the  girl,  as  well  as  the  objective  examination, 
were  quite  sufficient  to  exclude  coitus  ever  having  occurred,  or  infec- 
tion from  that  source.  A  very  prominent  general  surgeon  and  able 
diagnostician  saw  the  case  with  me  in  consultation,  and  thought  it  was 
a  cellular  abscess  in  the  broad  ligament,  and  advised  incision.  The 
girl's  parents,  however,  were  obstreperous  and  would  not  give  consent 
to  resorting  to  any  such  procedure.  Then  I  simply  tapped  the  abscess, 
aspirated  about  twelve  ounces  of  pus,  and  that  was  all  they  would  per- 
mit me  to  do.  The  patient  had  a  temperature  of  105.6°  F.,  and  a 
pulse  of  140,  and  had  repeated  chills  for  weeks  previously.  Fortu- 
nateby,  she  became  better,  the  remaining  pus  was  absorbed,  and  she 
regained  quite  vigorous  health,  and  got  married  two  years  after  this 
experience.  About  one  year  after  her  marriage  she  came  to  me  again 
and  presented  all  the  objective  signs  of  pus-tube  on  the  left  side. 
The  right  side  could  not  be  accurately  made  out,  but  seemed  to  be 
negative.  Conception  had  not  occurred  in  the  mean  time.  Examina- 
tion showed  that  the  adhesions  in  the  pelvis  were  very  extensive  before 
operation,  and  upon  entering  the  abdomen  they  were  found  still  more 
marked.  A  radical  operation  for  enucleating  this  pus-tube  was  a  very 
heroic  procedure,  although  I  would  do  it  now ;  still,  under  the  circum- 
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stances,  the  advice  and  association  in  which  I  stood  at  the  time,  I 
drained,  sewed  the  sac  to  the  abdominal  wall,  made  an  opening,  and 
let  out  the  pus,  which  seemed  to  be  in  one  cavity,  after  which  the 
cavity  closed  down  to  a  small  fistula.  But  that  fistula  persisted. 
There  had  been  several  other  cases  of  large,  desperate  pus-tubes  treated 
in  that  manner,  where,  by  the  injection  of  strong  tincture  of  iodine  or 
strong  solutions  of  nitrate  of  silver  or  chloride  of  zinc,  I  succeeded  in 
obliterating  the  bottom  of  the  fistulse  and  obtained  closure,  followed 
by  recovery  of  the  patient.  In  this  case,  however,  there  was  no 
closure.  After  having  this  fistula  for  a  couple  of  years  she  became 
tired  of  it,  and  her  husband  demanded  that  something  radical  be  done. 
Following  the  fistula,  dissecting  it  out,  I  found  both  ovaries  about  the 
size  of  a  small  goose  egg,  and  a  perfect  honeycomb  of  myriads  of  ab- 
scesses. In  structure  it  was  very  much  like  a  carbuncle,  the  like  of 
which  I  had  never  found  before  in  ovaries.  Both  were  diseased  and 
badly  bound  down  by  adhesions.  I  removed  all  by  a  radical  opera- 
tion. The  patient  died  on  the  seventh  day  after  the  operation.  But 
now  comes  the  interesting  point.  After  taking  out  the  badly-diseased 
appendages  I  found  the  ajjpendix  vermiformis,  which  was  enormously 
elongated  to  seven  or  eight  inches  altogether.  It  had  passed  over 
from  the  cecum,  which  was  located  in  its  normal  position,  to  the  fundus 
uteri,  where  it  was  attached.  The  latter  was  not  retroverted.  From 
there  it  dropped  down  into  the  bottom  of  the  pelvis.  I  removed  the 
appendix.  Careful  dissection  of  it  afterward  showed  several  cicatrices 
where  old  perforations  had  occurred,  and  then  some  recent  openings 
farther  down  in  the  pelvis,  so  that  the  post-mortem  examination  left 
no  doubt  that  the  origin  of  this  parametritic  abscess,  as  it  seemed  to 
be,  was  really  an  intraperitoneal  abscess  that  had  originated  about 
five  years  before  the  radical  operation,  from  an  appendicitis  occurring 
on  the  left  side.  The  ovaries  and  appendages  in  toto  became  diseased 
and  were  the  cause  of  the  continuous  sinus. 

Dr.  Peck  (closing  the  discussion  on  his  part). — I  do  not  know 
that  I  have  very  much  to  say  in  closing.  After  listening  to  Dr. 
McMurtry's  paper  I  was  much  gratified  to  learn  that  his  ideas  coin- 
cided with  mine  in  the  treatment  of  all  cases  of  appendicitis.  In 
regard  to  the  diagnosis,  I  said  that  it  should  not  be  difficult,  and  I 
still  believe  that  if  we  follow  the  four  cardinal  symptoms  we  will 
have  no  trouble  in  diagnosticating  this  disease.  We  all  know  that 
appendicitis  is  frequently  treated  as  typhoid  fever  for  a  certain  time. 
How  this  can  occur  in  the  hands  of  a  careful  practitioner  I  do  not 
know.  I  have  never  seen  a  case  of  typhoid  fever  of  sudden  onset  and 
with  severe  pain  in  the  abdomen.    In  my  cases  there  has  always  been 
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for  two  or  three  weeks  a  tired,  languid  feeling.  I  once  saw  a  case 
treated  for  six  weeks  as  typhoid  by  one  of  the  best  practitioners  in  our 
city.  The  patient  was  sent  to  the  hospital  during  my  service  ^ex- 
amined him  thoroughly  and  found  a  nephritic  abscess,  opened  it,  and 
evacuated  a  quart  of  pus.  Six  months  later  I  did  a  nephrectomy  on 
the  same  patient,  and  reported  the  case  at  the  St.  Louis  meeting  of 
this  Association.  I  can  readily  see  how  a  mistake  could  be  made  in 
this  case,  as  there  were  typical  symptoms  of  typhoid  fever,  with 
petechia;,  on  the  tenth  day.  I  believe  it  is  our  duty,  and  I  shall  advo- 
cate it  in  the  future,  to  remove  the  appendix  in  every  case  of  acute 
appendicitis,  with  the  exception  of  the  eleventh-hour  cases,  where  we 
have  hardly  time  to  do  anything  but  open  and  drain  and  subsequently 
remove  the  appendix.  After  having  an  experience  with  thirteen  cases 
in  which  I  simply  evacuated  the  pus  and  had  four  recurrent  attacks, 
it  is  time  for  me  to  look  for  some  other  method  to  prevent  these  recur- 
rences. I  look  upon  incision  and  drainage  as  an  incomplete,  tempo- 
rary procedure,  and  it  does  not  accomplish  much  more  than  the  physi- 
cian with  his  medical  treatment. 

Iu  regard  to  opening  into  the  peritoneal  cavity,  in  my  former  cases  I 
frequently  did  this  by  accident.  I  flushed  the  abscess-cavity,  drained 
and  packed  after  I  had  removed  the  appendix,  and  my  patients  got 
well.  The  deaths,  with  the  exception  of  two,  have  been  from  septic 
peritonitis,  and  I  do  not  understand  how  we  can  save  such  cases.  T 
have  opened  and  drained,  sometimes  removed  the  appendix  if  it  was 
convenient,  and  thoroughly  irrigated,  and  my  patients  have  died  in 
from  four  to  forty-eight  hours.  Last  Monday,  before  leaving  home,  I 
operated  on  a  little  girl,  aged  ten  years ;  she  was  taken  sick  on  Friday 
evening.  Saturday  afternoon  she  walked  to  the  doctor's  office,  fullj- 
a  mile  and  a  half.  A  diagnosis  of  appendicitis  was  made.  The 
doctor  saw  her  again  that  night,  when  she  had  an  elevated  tempera- 
ture, but  slow  pulse.  Sunday  morning  the  temperature  was  99.2°  F., 
pulse  80.  Sunday  afternoon  she  was  apparently  much  better.  Mon- 
day morning  she  had  a  temperature  of  103°  F.,  pulse  136.  I  was  tele- 
phoned for  at  ten  o'clock,  when  the  temperature  was  102°,  pulse  132. 
She  was  sent  to  the  hospital,  and  by  the  time  she  reached  there  the 
temperature  had  dropped  to  100°  and  pulse  to  100.  On  opening  the 
abdomen  I  removed  a  gangrenous  appendix,  liberated  adhesions,  and 
flushed  the  cavity  thoroughly.  Upon  further  examination  I  discov- 
ered in  the  hollow  of  the  sacrum  a  second  abscess  sac  which  contained 
sero-purulent  fluid.  Again  the  cavity  was  flushed  thoroughly.  She 
died  in  fourteen  hours.  The  appendix  was  long,  bent  upon  itself,  and 
perforated  in  two  places.    It  was  also  firmly  bound  down  at  the  cecum. 
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I  do  not  believe  anybody  can  save  a  case  of  general  septic  peritonitis 
unless  he  operates  during  the  first  day. 

Dr.  Davis  spoke  of  gauze  packing.  Formerly  I  used  it ;  in  a  few 
cases  I  have  used  it  after  Murphy's  method.  I  would  liberate  the  pus, 
flush  or  mop  it  out,  insert  a  glass  drainage-tube,  and  allow  the  gauze 
to  remain  for  ten  days  in  place  of  three  or  four.  It  is  safer  for  the 
patient.  The  adhesions  are  more  firm  when  you  remove  the  packing. 
I  allow  the  drainage-tube  to  remain  from  six  to  eight  days ;  pump  it 
out  twice  in  twenty-four  hours,  and  my  patients  get  well.  My  last  six 
or  seven  cases  in  which  I  liberated  the  adhesions  were  of  that  class, 
and  they  have  all  recovered.  The  last  three  of  them  recovered  at  the 
end  of  three  or  four  weeks  with  the  incision  closed.  I  still  think  that 
this  is  the  coming  operation  for  appendicitis. 

Dr.  McMurtry  (closing  the  discussion). — I  am  impressed  with  one 
particular  fact — namely,  the  magnitude  of  this  subject,  and  that,  sec- 
ondly, no  discussion  that  has  ever  been  held,  no  symposium  of  papers 
that  has  ever  been  written,  no  text-book  or  brochure  that  has  issued 
from  the  press,  has  yet  fully  encompassed  the  subject  of  appendicitis. 
It  is  a  subject  that  one  has  to  study  deeply  in  order  to  realize  its  extent 
and  importance.  Whenever  we  have  an  obscure  inflammatory  condi- 
tion about  the  abdomen,  particularly  in  the  male,  we  may  presume  it 
is  appendicitis.  During  the  last  year  I  have  operated  in  a  case  of 
suppurative  appendicitis  in  which  the  most  conspicuous  symptom  was 
dyspnea,  the  inflammatory  symptoms  being  masked  by  accidental  con- 
ditions. 

In  another  case  the  patient  had  been  under  treatment  for  over  a 
year,  with  changing  diagnosis,  such  as  perineal  abscess,  tubercular  dis- 
ease, aud  other  conditions.  Finally  a  fluctuating  point  appeared  in 
the  lumbar  region.  Upon  opening  it  and  passing  in  a  finger,  it  led 
over  the  crest  of  the  ilium  to  the  appendix. 

These  conditions  impress  one  with  the  difficulties  of  diagnosis  which 
were  so  ably  delineated  by  Dr.  Peck  in  his  paper. 

In  regard  to  the  time  of  operation,  my  experience  has  brought  me 
to  believe  that  whenever  a  diagnosis  of  appendicitis  is  made  an  opera- 
tion should  be  performed.  This  appears  very  radical,  but  is  justified 
by  increasing  experience  and  emphasized  by  the  cases  related  by  the 
President  and  others  in  the  discussion  this  morning.  I  have  seen  a 
case  where  the  attack  of  appendicitis  was  receding ;  the  physicians 
would  withdraw  from  the  room,  decide  to  let  the  patient  alone,  and 
watch  the  case  carefully,  and  the  patient  was  lost  in  consequence  of 
the  delay.    An  operation  is  sometimes  done  in  the  midst  of  a  sup- 
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purative  and  spreading  peritonitis,  and  the  patient  dies,  when  an 
operation  of  election  instead  of  emergency  could  have  been  done 
and  the  patient's  life  surely  saved.  Where  we  have  every  facility 
at  hand,  good  daylight,  excellent  hospital  appointments,  and  skilled 
assistants,  it  is  far  safer  in  the  majority  of  cases  to  operate  than  to  wait 
for  the  attack  to  recede,  and  then  take  the  chances  of  an  emergency 
operation. 


TWO  CASES  OF  INTESTINAL  OBSTRUCTION ; 
OPERATION;  RECOVERY. 

By  WILLIAM  WOTKYNS  SEYMOUR,  M.D., 


Case  I. — June  3,  1896,  I  was  called  to  see  T.  H.,  aged  thirty- 
six  years,  policeman,  who  while  on  patrol  the  day  before  had  been 
taken  with  severe  pain  near  the  navel,  accompanied  by  diarrheal 
movements.  A  dose  of  paregoric  relieved  the  pain,  so  that  he 
returned  to  duty,  but  in  the  afternoon  he  had  a  second  attack  of  pain, 
with  two  loose  movements  of  considerable  quantity,  and  soon  after 
began  to  vomit  at  intervals  small  quantities  of  brownish,  bitter 
fluid.  The  pain,  which  continued  from  the  time  vomiting  set  in 
until  I  saw  him  on  the  morning  of  June  3d,  was  referred  to  the 
navel,  and  was  described  as  " twisting  of  the  guts."  There  were 
no  more  movements  after  vomiting  began.  Urination  was  free  and 
the  quantity  of  urine  apparently  normal.  The  vomiting,  which 
occurred  every  half-hour,  was  explosive,  and  the  vomitus  was 
brownish  and  without  marked  odor.  The  patient  was  of  fine 
physique,  about  five  feet  nine  and  one-half  inches  in  height,  and 
would  weigh  175  pounds.  The  belly  was  fat  and  distended,  espe- 
cially under  the  right  ribs,  where  it  was  more  tender  then  elsewhere 
to  percussion  and  pressure.  No  mass  could  be  made  out,  and  all 
auscultatory  evidences  were  negative.  The  pulse  was  75,  regular, 
and  of  good  strength,  the  temperature  99°;  but  the  skin,  while 
not  pasty,  suggested  that  it  soon  might  be  so.  The  patient's  ex- 
pression was  anxious,  and  he  was  extremely  restless,  demanding 
relief  for  the"  twisting  pain  "  and  the  vomiting.  I  diagnosticated 
intestiual  obstruction,  probably  volvulus  of  the  ileum,  and  advised 
immediate  celiotomy.  To  this  the  patient  would  not  assent,  and 
I  accordingly  prescribed  belladonna  and  calomel  to  allay  the  pain 
and  vomiting,  abstaining  from  opium,  as  I  wished  to  know  the 
latitude  and  longitude  of  my  patient.  Large  intestinal  irrigations 
came  away  only  slightly  tinged  with  feces.  All  pain  and  vomit- 
ing ceased  until  late  in  the  afternoon,  when  it  recurred  with  more 
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violence.  Operation  was  still  urged  and  a  consultation  asked  for} 
but  both  were  declined.  On  June  4tb  Dr.  H.  C.  Gordinier  saw 
him  witb  me  and  urged  operation,  which  was  again  declined. 
Every  effort  to  move  the  bowels  by  enemata  had  failed,  and  minute 
doses  of  calomel  produced  no  effect.  On  the  5th  I  saw  the  patient 
early,  and  found  that  the  pulse  was  100,  temperature  100.5°,  and 
the  skin  much  less  elastic.  Operation  was  urged  as  the  only  hope, 
and  the  patient  yielded.  The  house  was  dirty,  but  I  felt  every 
confidence  in  my  preparations  and  my  assistants.  A  clean  laun- 
dered sheet  was  laid  over  the  dirty  sitting-room  carpet,  and  the 
patient,  whose  belly  had  been  poulticed  with  soft-soap,  was  scrubbed 
to  a  condition  of  godliness  when  under  the  anesthetic.  All  my 
instruments,  dressings,  and  towels  were  steam-sterilized  or  boiled. 
The  abdomen  was  opened  from  one  inch  above  to  three  inches 
below  the  umbilicus  in  the  median  line.  The  cecum  was  empty, 
but  the  presenting  small  intestine  was  over  two  aud  a  half  inches 
in  diameter.  No  bands  could  be  found,  nor  any  adhesions,  although 
the  intestines  were  intensely  injected.  While  the  intestines  were  so 
distended  no  headway  could  be  made,  so  I  drew  out  of  the  belly  a 
convolution  and  opened  it  by  a  two-inch  longitudinal  incision,  so 
as  to  thoroughly  empty  it  and  the  adjoining  portions.  Over  two 
quarts  of  feculent  fluid  must  have  escaped,  and  then,  after  thor- 
oughly washing  the  gut  inside  and  out  and  suturing  the  intestinal 
incision,  the  bowel  was  returned  to  the  belly.  Examination  now 
showed  a  sharp  twist  of  the  mesentery,  with  numerous  hemorrhages 
and  several  thrombosed  vessels.  After  thoroughly  washing  out 
the  belly  with  hot  normal  salt  solution,  the  abdomen  was  closed 
with  a  peritoneal  catgut  suture,  deep  interrupted  sutures  of  silk- 
worm-gut comprising  all  the  structures,  and  a  subcutaneous  suture 
of  silkworm-gut.  The  after-history  was  uneventful,  the  tempera- 
ture never  going  to  100°.  The  patient  is  now  doing  patrol  duty 
in  perfect  health  with  a  firm  wound. 

Case  II. — I  was  called  May  25,  1897,  to  see  in  consultation 
with  Dr.  Frank  Winship,  of  Eagle  Mills,  Mrs.  C,  widow,  fifty- 
two  years  of  age,  mother  of  two  children,  from  the  birth  of  which 
she  has  suffered  from  displacements  requiring  a  pessary.  At  forty- 
four  years  had  typhoid  fever,  since  which  time  she  has  suffered 
from  constipation  and  dyspepsia.  May  23d  Dr.  Winship  had 
been  called  to  the  patient,  who  was  complaining  of  much  pain  and 
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tenderness  in  the  iliac  fossa,  accompanied  by  bilious  vomiting  and 
inability  to  take  food.  Bowels  confined.  This  condition  continued 
until  I  was  asked  to  see  the  patient  on  the  25th.  The  patient  lived 
in  a  little,  cramped,  low-studded  house  on  the  mountains,  six  miles 
from  the  nearest  doctor.  Fortunately,  the  place  was  scrupulously 
clean.  At  the  time  of  my  visit  the  pulse  was  small  (120),  and  the 
temperature  a  little  subnormal,  the  expression  anxious,  the  vomit- 
ing explosive  and  incessant,  the  vomitus  brownish  and  offensive, 
without  being  fecal;  the  skin  was  pasty.  Examination  revealed  a 
mass  the  size  of  three  fists  below  the  right  rib  border,  which  was 
movable,  irregular  in  contour,  and  gave  over  its  different  portions 
percussion  notes  all  the  way  from  pure  tympany  to  flatness.  I 
believed  that  I  had  to  do  with  a  case  of  volvulus.  On  opening 
the  abdomen  in  the  border  of  the  right  rectus  muscle  by  a  three- 
inch  incision,  the  middle  of  which  was  above  the  navel,  I  found 
the  omentum  generally  adherent,  necessitating  the  separation  of 
adhesions  and  the  ligation  of  several  omental  vessels.  Then  I 
came  upon  a  mass  deep  carmine  in  color,  much  of  which  felt  thick 
as  sole-leather,  flecked  with  lymph  and  hemorrhagic  points,  and 
all  bound  intimately  together  by  adhesions.  The  appendix  was 
healthy,  but  about  six  inches  above  the  cecum  the  congestion  and 
thickening  began  and  continued  up  into  and  across  the  front  and 
upper  part  of  the  mass.  Above,  the  congestion  occupied  the  lower 
third  of  the  stomach,  and  the  thickening  began  at  the  pylorus  and 
extended  down  into  the  duodenum  and  was  lost  in  the  mass.  The 
upper  portion  of  the  mass  was  adherent  to  the  liver  border,  but  on 
separating  the  adhesions  an  apparently  sound  gall-bladder  was  seen, 
despite  the  fact  that  as  one  approached  the  duodenal  end  of  the 
duct  there  were  numerous  hemorrhages  beneath  the  tissues.  In 
breaking  up  the  adhesions  between  the  ascending  and  transverse 
colons  to  the  other  structures  at  the  upper  part  of  the  mass,  more 
hemorrhages  were  found,  and  at  several  points  greenish  lymph, 
which  made  me  suspect  a  perforation.  Gauze  drains  were  placed 
between  the  separated  tissues,  after  the  belly  had  been  well  irri- 
gated with  salt  solution,  and  the  wound  closed  up  to  the  drains 
with  silkworm-gut.  A  pint  of  hot  normal  salt  solution  was  injected 
beneath  each  breast,  and  the  patient  put  to  bed  in  better  condition 
than  before  operation.  The  26th  the  temperature  was  98|°,  pulse 
96 ;  vomiting  still  continued,  and  the  bowels  had  not  acted.  The 
bowels  first  acted  the  third  day  after  the  operation,  at  which  time 
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food  began  to  be  taken  by  the  mouth.  The  temperature  never 
went  above  99.5°  but  once,  but  the  pulse  remained  feeble  and  rapid 
for  three  weeks,  largely  owing  to  poor  nourishment  and  worry. 
However,  recovery  was  complete.  What  the  cause  of  the  perito- 
nitis was  I  could  not  and  cannot  solve.  The  condition  of  gall- 
bladder and  ducts  negatived  gallstones.  No  perforation  could  be 
demonstrated  in  any  organ.  My  impression,  on  concluding  the 
operation  I  did,  was  that  it  was  a  case  in  which  the  intense  inflam- 
mation originated  in  a  duodenal  perforation  or  an  acute  inflamma- 
tion of  the  pancreas,  aud  I  did  not  expect  a  recovery. 

I  know  of  no  class  of  cases  which  give  more  anxiety  to  the 
operating  surgeon  than  those  grouped  under  the  head  of  intestinal 
obstruction  ;  the  symptoms  are  so  obscure  in  many  instances,  and 
even  when  the  abdomen  is  opened  the  problems  presented  are  sucli 
as  to  try  to  the  utmost  the  judgment  and  art  of  the  operating  sur- 
geon. The  question  is,  Shall  our  aim  be  radical  or  palliative?  If 
the  patient  is  strong  I  believe  radical  complete  surgery  to  be  the 
best,  but  when  we  are  confronted  with  a  case  enfeebled  by  long 
illness  or  by  procrastination  the  simplest  possible  palliative  pro- 
cedure is  the  best — either  an  enterostomy  or  Greig  Smith's  proced- 
ure of  opening  the  gut  and  draining  it  with  a  rubber  tube  fastened 
to  the  gut  and  abdominal  walls.  In  two  of  my  own  cases  I  have, 
as  Greig  Smith  advised,  pulled  up  a  piece  of  the  distended  gut, 
opened  it  sufficiently  to  introduce  a  large  piece  of  rubber  tubing, 
and  then  fastened  both  with  a  transfixion  pin  into  the  abdominal 
wall.  The  time  required  is  extremely  short  and  the  drainage  very 
free.  In  both  of  these  cases  the  vomiting  ceased  immediately.  In 
one,  in  which  the  obstruction  had  lasted  eight  days,  the  patient  died 
three  days  after  operation,  unrelieved  save  for  the  vomiting.  In 
the  other  case,  in  which  kinking  of  the  sigmoid  flexure  from  old 
dysenteric  ulcers  was  diagnosticated,  and  in  which  the  obstruction 
and  vomiting  had  lasted  six  days,  the  relief  was  complete;  vomit- 
ing ceased,  flatus  and  movements  were  passed,  but  a  fatal  collapse 
occurred  on  the  fifth  day,  and  the  autopsy  showed  a  recent  perfora- 
tion of  the  kinked  portions  of  the  gut.  There  had  been  several 
extensive  dysenteric  ulcerations,  one  of  which  had  set  up  an  adhe- 
sive peritonitis,  which  finally  produced  a  baud  which  by  traction 
made  a  sharp  kink  in  the  gut.  I  have  but  little  doubt  that  this 
case  would  have  recovered  had  the  operation  been  done  earlier. 


PELVIC  INFLAMMATION:  ITS  CAUSES  AND 
RELATIONS. 


By  AUGUSTUS  P.  CLARKE,  M.D., 

CAMBRIDGE. 


Though  the  occurrence  of  intrapelvic  inflammation  has  long 
been  recognized,  the  origin  and  nature  of  such  processes  have  been 
the  theme  of  much  recent  discussion.  Pelvic  cellulitis  and  peri- 
tonitis are  terms  which  were  invented  to  represent  what  was  once 
believed  to  be  the  morbid  condition  of  the  tissues  invaded  by 
inflammation  dependent  on  different  causes. 

Later  researches  have  shown  that  the  cellular  tissue  is  not  abun- 
dant in  the  vicinity  of  the  uterus,  and  that  at  some  points  it  does 
not  exceed  two  millimetres  in  depth.  From  this  it  was  inferred  that 
the  morbid  process  must  have  its  origin  in  the  peritoneal  tissue. 
However  the  facts  may  be,  experience  and  careful  observation  show 
that  when  extensive  inflammation  occurs  about  the  uterine  tissue 
the  disease  is  rarely  limited  in  its  invasion  to  any  single  structure, 
but  that  for  some  distance  from  the  apparent  starting-point  the 
tissues  become  more  or  less  involved.  The  morbid  process  charac- 
terizing parametritis  is  induced  by  the  presence  of  bacteria,  and  in 
most  instances  by  the  agency  of  the  streptococci.  From  elaborate 
investigations  which  I  have  instituted  in  reference  to  the  pathology 
and  causation  of  pelvic  inflammations,  it  appears  that  bacteria  are 
not  peculiar  to  the  normal  secretion  of  the  genital  tract ;  after  being 
imported  they  gain  admission  into  the  structures  posterior  to  the 
cervix  or  the  fundus  uteri.  The  more  advanced  stages  of  inflam- 
mation are  due  to  the  dissemination  of  their  germs  to  the  connec- 
tive tissue  about  the  vaginal  fornix  and  the  parts  above  Douglas's 
cul-de-sac,  and  to  the  peritoneum  generally.  In  some  cases  the 
micro-organisms  gain  admission  along  other  lines  and  through 
different  channels  to  the  structures  posterior  to  the  collum  uteri. 
The  tissues  above  this  point  before  being  invaded  by  inflammation 
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are  soft  ami  movable,  while  those  below  may  become  hard  and 
unyielding  by  the  infiltration  resulting  from  the  septic  processes. 

Clinical  experience  further  shows  that  in  childhood  and  before 
puberty  the  uterus  and  its  adnexa  are  in  such  a  dormant  condition 
that  disease  rarely  affects  them.  As  these  parts  develop  their 
function  becomes  heightened,  and  the  tissues  thus  acquire  a  predis- 
position to  disease.  It  would,  I  presume,  be  not  unsafe  to  say  that 
it  is  an  axiomatic  principle  in  the  animal  economy  that  an  organ 
is  prone  to  disease  processes  in  the  exact  proportion  to  the  increase 
of  its  function.  This  dictum  relating  to  the  causation  of  disease 
does  not  obtain  after  an  organ  has  exhausted  its  activity  in  con- 
serving the  vital  forces,  for  in  such  an  event  nature  often  sets  up 
eliminative  processes,  and  the  organ  itself,  or  portions  of  it,  may 
thereby  become  the  foci  of  a  retrograde  metamorphosis. 

After  antiseptic  precautions  in  abdominal  surgery  became  more 
generally  observed,  the  theory  heretofore  enunciated,  that  salpingitis 
and  pyosalpinx  were  induced  by  the  presence  of  gonococci  which 
had  invaded  the  uterus,  the  tubes,  and  the  fimbriated  extremities, 
was  accepted  by  many  operators.  The  recognition  of  these  views 
led  for  a  while  to  the  conclusion  that  in  order  to  insure  a  cure  or 
relief  a  resort  to  surgical  methods  offers  the  best  chances  for  success. 

Without  extending  the  discussion,  it  may  be  remarked  that  there 
undoubtedly  occur  many  cases  of  pelvic  suppurative  inflammation 
in  which  the  presence  of  gonococci  is  the  primary  cause.  In 
my  own  practice  I  have  chanced  to  meet  with  a  large  number  of 
such  cases,  and  I  have  made  mention  iu  some  instances  of  these 
facts  in  contributions  that  have  been  published ;  my  later  experi- 
ence, however,  warrants  me  in  saying  that  there  are  numerous 
factors  which  enter  into  the  causation  of  inflammation  leading  to  a 
suppuration.  The  practice  of  those  gynecologists  who  have  re- 
ported such  large  percentages  of  cases  of  pelvic  suppuration  in 
which  gonococci  are  the  procuring  cause,  must  be  regarded  as  phe- 
nomenal or  as  the  result  of  special  work  in  one  direction.  The 
operators  above  alluded  to  may  have  been  led  into  error  in  thus 
formulating  their  conclusions  respecting  pelvic  suppuration  in  all 
cases  that  arise. 

Pyosalpinx  and  salpingitis  are  often  the  cause  of  pelvic  abscess. 
The  bacterial  agents,  after  first  finding  lodgement  in  the  uterine 
cervix,  may  be  transmitted  along  the  uterine  cavity  and  through 
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the  opening  into  a  Fallopian  tube.  Sometimes  the  inflammation 
attendant  on  the  presence  of  the  micro-organisms  in  the  oviduct  is 
exceedingly  evanescent,  owing  to  the  attenuating  effect  of  the  fre- 
quent flow  of  blood  and  the  normal  secretion  taking  place  in  that 
canal.  The  virus,  still  retaining  its  potency,  may  at  length  be 
wafted  along  through  the  ostium  abdominale  into  the  cavity  of  the 
peritoneum.  Here  it  may  remain  in  a  latent  condition  for  the  time 
being,  or  until  there  occurs  a  parturition  or  an  abortion,  or  some 
accidental  factorage  which  can  lend  activity  to  the  vascular,  the 
nervous,  and  other  tissues  in  immediate  connection  with  the  uterine 
or  pelvic  structures.  The  same  disastrous  result  may  occur  after 
a  surgical  operation  has  been  undertaken  for  relief  of  suffering 
that  has  been  incidental  to  a  prior  inflammation  of  the  oviducts; 
in  such  a  case  the  severity  of  the  inflammation  may  have  long  since 
subsided,  leaving  only  adhesions  of  the  tube  and  rotation  or  dis- 
placement of  the  ovary.  An  operation  for  overcoming  such  adhe- 
sions may  be  carried  out  under  the  strictest  antiseptic  precautions, 
and  may  be  productive  for  a  while  of  much  relief,  but  may  result 
in  setting  free  again  the  bacteria  or  the  bacilli  which  have  become 
inert  from  being  entangled  or  buried  in  a  cicatricial  mass.  The 
micro-organisms  thus  liberated  from  their  imprisonment  will  be 
able  to  resume  their  wonted  habits  and  to  cause  a  recrudescence  of 
the  inflammation  which  may  be  followed  with  suppuration.  An 
autopsy  to  which  I  was  called  some  ten  months  since  revealed  the 
fact  that  adhesions  had  resulted  from  an  acute  attack  of  metritis. 
The  history  of  the  case  showed  that  inflammation  at  first  was  lim- 
ited to  the  cervix  and  to  the  lower  section  of  the  uterine  body,  but 
afterward  subsided,  when  the  patient  met  with  a  severe  fall,  occa- 
sioning in  some  of  the  adhesions  a  rupture  which  led  to  the  forma- 
tion of  extensive  abscesses  in  the  folds  of  the  broad  ligament. 
Numerous  streptococci  imprisoned  among  the  adhesions  were  found 
at  different  points,  many  of  which  were  becoming  again  the  foci  of 
suppuration.  There  not  infrequently  occur  cases  in  which  the 
cervix  and  the  lower  zone  of  the  uterine  tissue  escape  from  an 
inflammatory  attack,  but  the  upper  segment  on  one  or  both  sides 
becomes  the  seat  of  the  morbid  process. 

The  inflammation  more  commonly  begins  at  some  point  in  the 
mucous  tissue,  and  then  penetrates  the  structures  beneath,  where 
may  be  present  an  accidental  development  of  muscular  fibres  or 
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filaments,  a  remnant  of  the  condition  of  the  uterus  after  gestation. 
Such  an  occurrence  may  be  the  sequel  of  an  abortion  or  of  a  tedi- 
ous, preternatural,  or  instrumental  labor.  Inflammation  character- 
ized by  such  morbid  process  is  not  likely  to  remain  limited  to  the 
original  seat  of  invasion,  but  to  extend  to  the  structures  of  the 
tube,  causing  salpingitis  or  pyosalpinx. 

Inflammation  involving  the  pelvic  structures  does  not  always 
arise  in  the  cervix  or  in  the  body  of  the  uterus,  but  frequently 
makes  its  first  appearance  in  some  portion  of  the  tube.  The  mor- 
bid affection  centering  itself  in  the  mucous  tissue  may  be  extended 
to  the  spongy  and  erectile  portions  of  the  canal,  and  thus  lead  to 
the  formation  of  an  abscess  which  may  rupture  into  the  cavity  of 
the  peritoneum;  occasionally  the  purulent  exudation  is  discharged 
through  the  ostium  uterinum  into  the  uterine  cavity,  but  this  is 
not  a  usual  occurrence.  The  fimbriated  extremity  of  the  tube  may 
be  the  point  from  which  the  septic  process  radiates. 

In  a  case  to  which  I  was  called  eighteen  months  since  I  found 
on  abdominal  section  that  an  abscess  was  in  an  advanced  state  of 
development,  and  that  the  lymph-spaces  about  the  tissues  were 
becoming  infiltrated  with  white  corpuscular  exudation,  and  the 
condition  was  such  that  had  the  operation  for  relief  been  deferred 
to  a  much  later  date  a  serious  complication,  if  not  a  fatal  result, 
would  have  ensued.  Streptococci,  which  had  undoubtedly  gained 
admission  at  the  time  that  an  abortion  occurred  four  months  before* 
must  have  planted  themselves  in  this  portion  of  the  tube,  or  in  their 
ascent  must  have  become  occluded  in  some  part  of  its  structure. 

Other  avenues  of  ascent  to  such  micro-organisms  are  sometimes 
noticed  ;  the  bacterial  elements  may  pass  along  through  the  uterine 
veins  or  along  the  lymphatics.  After  a  severe  hemorrhage  the 
impulse  imparted  to  the  secerning  tissues  by  an  attempt  on  the 
part  of  nature  to  effect  a  restoration  of  the  normal  volume  and 
tension  of  the  vascular  structures  may  become  the  medium  for 
exposing  the  channels  in  an  immediate  connection  with  the  vital 
processes  to  the  invasion  of  the  materies  morbi  or  extraneous 
agencies. 

The  view  here  enunciated  affords  an  explanation  why  the  route 
through  the  sacro-sciatic  and  obturator  foramina,  and  also  through 
the  iliac  fossae,  is  occasionally  traversed  by  the  agents  contributing 
to  the  suppurative  action  occurring  among  the  tissues  and  the  pelvic 
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structures  generally.  If  au  inordinate  hemorrhage  takes  place  from 
the  lower  section  of  the  uterus  or  vagina  while  the  upper  segments 
are  closed  or  are  encumbered,  or  takes  place  even  from  the  rectal 
vascular  walls  in  consequence  of  a  turgid  condition  of  those  parts, 
superinduced  by  utero-gestation  or  by  abnormal  growths  or  pro- 
cesses, the  rectal  veins  and  lymphatics  in  assuming  an  increased 
activity  as  compensatory  for  such  loss  in  fluidity  may  facilitate  the 
ascent  of  the  bacilli  or  micro-organisms  that  may  chance  to  be 
brought  within  the  folds  of  those  tissues. 

Suppression  of  the  catamenia  from  exposure  to  alternation  of 
temperature  may  lead  to  a  salpingitis  and  to  pelvic  inflammation 
and  its  results.  In  such  cases  it  is  altogether  probable  that  the 
bacterial  elements  which  are  habitually  present  in  the  genital  tract 
may,  from  want  of  the  attenuating  menstruum  normally  discharged 
through  the  via  naturales,  assume  a  more  potent  energy,  and  thus 
lead  to  the  exudation  or  suppuration. 

Streptococci  have  a  proneness  for  invading  the  naturalia  in  puer- 
peral cases.  Notwithstanding  the  facility  with  which  pure  cultures 
can  be  made  and  the  certainty  of  the  results  when  the  organisms 
are  placed  under  favoring  circumstances,  it  is  surprising  to  observe 
how  extremely  sensitive  they  are  to  the  action  of  germicides,  and 
how  easy  it  is  by  taking  proper  precautions  at  an  early  stage 
against  sepsis  to  overcome  their  potency  or  to  arrest  their  action 
until  the  system  can  rally  and  effect  its  own  protection  by  its 
normal  activities. 

Operative  measures  instituted  for  the  cure  of  lesions  or  diseases 
of  the  uterus  and  of  the  structures  in  the  immediate  vicinity 
should  always  be  performed  under  proper  antiseptic  precautions, 
lest  staphylococci  and  bacilli  pyogenes  foetidi  should,  by  the  neglect 
of  such  observance,  effect  an  entrance  into  the  incised  or  abraded 
parts,  and  thus  give  rise  to  peritonitis  or  purulent  exudation. 

The  occurrence  of  pelvic  inflammation  and  suppuration  in  the 
human  female  is  largely  dependent  on  diseases  of  the  uterine  appen- 
dages. Abscesses  recurring  at  intervals  more  or  less  remote  and 
discharging  through  Douglas's  cul-de-sac  or  through  the  vaginal 
fornix  are  almost  always  occasioned  by  such  cause.  Sometimes 
the  result  follows  an  abortion,  whether  induced  by  artificial  means 
or  brought  on  by  accidental  circumstances. 

Some  two  months  ago  I  was  called  to  a  case  in  which  there  was 
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a  free  purulent  discharge  through  the  vagina  from  the  posterior 
aspect  of  the  uterus  on  the  left  side.  An  examination  per  specu- 
lum brought  iuto  view  the  point  of  exit  of  the  purulent  exudation  ; 
a  uterine  probe  could  be  passed  readily  into  the  opening  for  a  dis- 
tance of  six  inches.  There  was  a  history  of  recurrent  abscesses 
discharging  posteriorly  to  the  collum  uteri ;  the  diagnosis  of  ova- 
ritis and  pyosalpinx  was  confirmed  by  an  abdominal  section. 

Occasionally  the  discharge  first  takes  place  through  the  rectum; 
in  such  an  event  the  symptoms  will  simulate  those  initial  to  a 
fistula  in  ano.  An  examination,  however,  under  an  anesthetic  will 
in  most  instances  reveal  the  fact  that  there  is  an  infiltrated  mass 
above  the  fornix,  and  that  some  portion  of  the  uterine  adnexa  is 
involved.  An  extended  series  of  such  cases  coming  into  my  own 
practice  has  afforded  abundant  evidence  to  warrant  the  conclusion 
that  pelvic  suppuration  for  the  most  part  has  its  origin  in  an  exten- 
sion of  the  diseased  processes  of  the  uterine  appendages. 

In  some  cases  the  fact  that  inflammation  of  the  vermiform 
appendix  may  give  rise  to  suppuration  should  not  be  overlooked. 
In  a  case  of  laparotomy  to  which  I  was  recently  called,  there  was 
not  only  a  pyosalpinx  but  also  evidence  to  show  that  there  had 
been  an  exudative  inflammation  which  had  led  to  numerous  adhe- 
sions of  the  additamentum  coli.  In  that  case  it  seemed  altogether 
probable  that  the  morbid  process  had  had  its  starting-point  in  the 
right  Fallopian  tube.  The  operation,  which  was  undertaken  for 
the  removal  of  the  appendages,  though  complicated  in  an  attempt 
to  overcome  the  adhesions  and  to  excise  the  appendix  coli,  was  fol- 
lowed with  an  immediate  relief. 

The  question  naturally  arises,  why  are  the  uterine  appendages  so 
prone  to  disease,  or  why  are  they  so  often  the  foci  from  which  intra- 
pelvic  inflammation  or  suppuration  extends  ?  In  the  discussion  of 
the  question  it  might  be  conceded,  from  our  advanced  knowledge 
derived  from  bacteriological  investigations,  that  the  causation  of 
inflammation  is  dependent  on  the  presence  of  bacilli  and  other 
micro-organisms ;  that  we  are  justified  in  assuming  that  by  what- 
ever route  the  purulent  exudation  may  enter  for  its  descent,  the 
streptococci  may,  under  favoring  conditions,  find  an  ingress  and  be 
thus  carried  to  the  connective  and  peritoneal  tissues  adjacent  to  the 
uterine  structures. 

In  childhood  and  before  puberty  the  line  of  ascent  through  the 
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naturalia  is  unopened  and  undeveloped,  and  does  not  offer  in  its 
course  a  pabulum  and  a  nidus  congenial  to  the  progressive  evolu- 
tion of  those  organisms.  The  other  avenues  for  the  movements  of 
the  bacteria  before  pubescence  of  the  patient  has  taken  place  are 
likewise  unfavorable  to  bacterial  fructification  or  even  to  their 
tenacity  of  life. 

After  puberty  and  before  the  menopause  the  genital  tract  appears 
to  offer  for  the  most  part  an  unobstructed  line  of  approach.  It  is 
true  that  the  normal  secretion  and  the  catamenial  flow  do  exercise 
in  no  uncommon  degree  an  attenuating  action  on  the  potency  of 
the  virus  of  the  septic  agents.  It  may  be  said,  therefore,  that  it  is 
not  every  streptococcus  or  staphylococcus  that,  gaining  entrauce 
into  the  vaginal  introitus  or  into  the  uterine  cervix,  can  work  dia- 
bolical mischief.  In  those  cases  in  which  the  genitalia  are  exposed 
to  numerous  colonies  of  bacteria,  or  to  their  germs,  or  to  their 
influence  at  frequent  intervals,  or  when  the  system  is  in  a  weakened 
or  exhausted  state,  the  resisting  power  of  the  tissues  will  eventu- 
ally be  overcome ;  morbid  processes  will  then  be  set  up  in  conse- 
quence of  the  devitalized  condition  of  the  tissues  induced  by  the 
septic  parasites  and  by  the  ptomai'ns  that  they  engender  through 
their  chemico-putrefactive  agency. 
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By  JOHN  A.  LYONS,  M.D., 

CHICAGO. 


That  the  value  of  the  incubator  is  not  as  frequently  appreciated 
as  it  should  be,  and  I  believe  will  be  in  the  future,  is  my  reason 
for  craving  the  indulgence  of  the  Association  for  a  few  moments. 
I  should  also  like  to  intersperse  the  subject  with  a  few  remarks  on 
milk  laboratory  feeding,  with  the  hope  only  that  both  of  these  sub- 
jects may  be  more  fully  considered  by  the  profession.  L.  M. 
Rotch,  of  Harvard  University,  in  his  excellent  lectures  on  "  Pedi- 
atrics," calls  attention  to  the  fact  that  the  word  incubator,  as  applied 
to  the  various  devices  for  keeping  up  the  animal  heat  of  the  infant, 
is  a  misnomer.  He  claims,  as  the  object  gained  by  such  an  appa- 
ratus is  analogous  to  the  work  done  in  keeping  up  the  heat  and 
preserving  the  lives  of  young  chickens  after  they  are  hatched,  that 
the  word  brooder  would  be  more  applicable — that  is  to  say,  he 
considers  an  incubator  a  hatcher,  a  brooder,  a  prolonger  of  life. 
Some  authorities,  among  them  the  late  Noah  Webster,  apply  the 
word  brooder  to  the  hen  sitting  over  and  covering  her  eggs,  or 
"  hatching;"  he  also,  with  the  others,  defines  the  word  brooder  as 
a  hen  sitting  over  to  cover  and  cherish  her  chickens.  So  that  while 
the  word  incubator  is  defined  and  is  strictly  applicable  only  to  the 
act  of  sitting  on  eggs  for  the  purpose  of  hatching  young  or  for 
producing  young  from  eggs  by  artificial  heat,  and  in  a  medical 
sense  should  not  at  all  apply  to  preserving  the  lives  of  premature 
or  puny  infants,  yet  his  term  brooder,  while  much  more  sensible 
and  accurate,  may  properly  be  applied  to  either  eggs  or  chicks,  and 
does  not,  in  my  opinion,  quite  meet  the  requirements  called  for  by 
these  infant  life-preservers ;  to  me  his  own  most  perfect  machine, 
which  he  calls  a  brooder  for  premature  infants,  with  the  Tarnier, 
the  Worcester,  the  Truax  incubator,  and  all  such  appliances  devised 
for  this  purpose,  would  be  much  more  appropriately  called  prema- 
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ture  life-preservers  than  either  brooder  or  incubator.  However,  be 
their  name  what  it  may,  let  us  with  Rotch  determine  that  the  life 
of  premature  infants  shall  be  preserved  in  the  future  more  persist- 
ently than  it  has  been  in  the  past,  whether  such  children  be  brought 
into  the  world  at  the  twenty-fourth,  twenty-eighth,  or  thirty-second 
week  of  intra-uterine  existence,  or  later.  If  they  are  puny,  weakly, 
and  apparently  dying,  a  life-preserver  may  save  them  when  the 
cotton  wrapping  and  fancy  basket  now  so  much  in  vogue  will 
utterly  fail,  especially  with  clumsy  nursing.  To  use  the  life- 
preserver  intelligently  one  needs  only  to  read  and  apply  Rotch 's 
lectures  on  "Premature  Infants"  and  "  Infant  Feeding  and  the 
General  Principles  of  Examination  and  Treatment,"  delivered  at 
Harvard.  He  treats  the  subject  so  thoroughly  as  to  satisfy  the 
most  exacting  student  of  infant  preservation.  I  desire  to  reiterate 
in  most  respects,  though  not  all,  his  remarks  with  reference  to  milk 
laboratories,  whose  food  for  premature  infants,  he  says,  when  care- 
fully prepared,  is  far  superior  to  all  foods,  even  breast-feeding. 
This  assertion  is  very  strong,  indeed,  and  from  such  an  eminent 
authority  is  very  conclusive.  I  would  take  exception  to  the  latter 
portion  of  this  assertion — namely,  that  it  is  better  than  breast- 
feeding— for,  while  I  take  pleasure  in  lauding  to  the  utmost  the 
excellent  results  obtained  from  this  method  of  artificial  feeding  for 
either  premature  or  delicate  infants,  I  would  not  give  it  precedence 
over  breast-feeding  by  a  healthy  mother,  and  I  will  add  that  which 
may  give  strength  to  Roch's  assertion,  that  very  few  who  give 
birth  to  premature  children  are  themselves  perfectly  healthy. 

I  have  been  very  favorably  impressed  with  the  excellence  of  the 
work  done  with  the  laboratory  milk,  every  child  for  whom  I  have 
prescribed  it  seeming  to  do  better;  at  the  same  time  I  deplore  the 
fact  that  the  cost  of  this  almost  perfect  food,  while  very  moderate, 
considering  the  great  amount  of  labor  and  expense  involved  in  con- 
ducting the  laboratories  with  their  limited  patronage,  is  as  yet  very 
much  beyond  the  reach  of  the  people  whose  babies  are  most  likely 
to  require  such  a  product,  and  I  look  forward  with  just  the  least 
ray  of  hope  to  a  time  when  the  governments  at  Washington  and  at 
Ottawa  shall  see  to  it  that  we  are  represented  by  one  of  our  pro- 
fession, who  shall  be  secretary  or  commissioner  of  health,  having 
authority  to  establish  just  such  laboratories,  "be  they  milk,  vaccine, 
antitoxin,  or  other  laboratories,"  where  everything  necessary  may  be 

Obst  Soc  .  28 


434 


JOHN"  A.  LYO.VS, 


done  for  the  preservation  of  the  lives  of  premature  infants  and  the 
thousands  of  full-term  infants  and  puny  children  who  die  each  year 
from  starvation  because  of  their  inability  to  digest  either  unhealthy 
mother's  milk,  unhealthy  cow's  or  even  sterilized  milk,  or  the  pre- 
pared foods,  while  a  milk  especially  prepared  by  prescription  in  a 
properly  conducted  milk  laboratory  could  in  very  many  such 
instances  be  retained,  digested,  and  assimilated. 

I  also  firmly  believe  that  many  lives  of  those  prematurely  born 
might  be  saved  by  resorting  to  an  incubator,  which  can  be  easily 
obtained  iu  cities  at  any  of  the  physicians'  supply  houses.  Or 


Fig.  L 


Showing  rough  bos,  3x2x3  feet,  made  up  in  a  few  minutes,  at  a  cost  not  to  exceed 

two  dollars. 


when  one  is  unable  to  obtain  one  quickly  because  of  its  cost,  or  of 
the  time  and  distance  being  too  great  to  overcome,  how  easy  it  is 
to  take  a  woo:len  box,  36  inches  long,  24  inches  wide,  and  36  inches 
high ;  fasten  or  swing  on  the  inside,  upon  a  couple  of  narrow  boards, 
iron  rods,  or  strap1,  a  shelf,  24  inches  long  by  15  inches  wide  and 
f  inch  thick,  at  12  inches  from  the  top,  for  the  reception  of  a  mat- 
tress or  pillow  upon  which  to  lay  the  baby ;  loo?en  one  of  the  side 
bottom  boards,  which  should  again  be  attached  to  the  board  above 
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or  the  bottom  of  the  box  below  by  two  leather  or  small  brass  hinges, 
so  that  it  may  be  opened  or  closed  at  will  for  the  reception  of  hot- 
water  bottles,  any  number  of  which  may  be  used  to  regulate  the 
temperature,  which  should  be  kept  at  from  80°  to  90°  F.,  begin- 
ning with  the  latter  temperature,  which  should  usually  be  main- 
tained for  five  or  six  days  ;  then  with  three  or  four  air-holes,  about 
two  inches  in  diameter,  at  or  near  the  bottom,  for  admitting  fresh 
air,  and  a  similar  number  at  the  top  for  the  exit  of  foul  air;  with 
a  glass  cover  or  old  window-frame  hinged  as  a  top  through  which 
the  baby  may  be  observed  and  cared  for,  and  a  good  thermometer 
placed  on  the  inside  where  it  may  easily  be  seen,  the  apparatus  is 
complete.    With  such  a  brooder,  costing  almost  nothing,  a  careful 
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Sectional  view  of  Fig.  1. 

nurse  may  succeed  admirably  in  saving  lives  that  could  not  possi- 
bly be  saved  without  resorting  to  some  such  enclosure,  for  the 
amount  of  heat  necessary  to  the  lives  of  these  infants  cannot  be 
maintained  in  an  atmosphere  compatible  with  the  good  health  of 
the  adult;  besides,  a  too  frequent  changing  of  nurses  will  be  re- 
quired where  a  large  room  is  used  whose  atmosphere  is  kept  up  to 
a  temperature  of  32.2°  C.  (90°  F.),  and  these  changes,  with  the 
difference  in  handling,  are  not  at  all  to  the  liking  or  the  well-being 
of  the  child. 
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The  accompanying  sketch  of  one  of  the  boxes  will  show  you 
better  than  words  can  how  cheap,  simple,  and  quickly  such  a  useful 
life-preserver  may  be  made.  Such  an  arrangement  will  answer 
almost  as  well  as  the  highest-priced  product;  of  this  fact  I  have 
had  an  opportunity  to  know,  for,  while  one  of  these  boxes  was 
being  used,  less  than  a  mile  distant  the  premature  grandchild  of  a 
noted  millionaire  was  rolling  in  the  luxury  of  a  five-hundred- 
dollar  incubator.  Our  little  tot  was  perhaps  just  as  happy,  and  I 
know  succeeded  quite  as  well.    A  third  child,  whose  life  had  almost 


Fig.  3. 


An  ideal  premature  life-preserver. 


flickered  from  its  spare  and  bony  receptacle,  was  preserved  by  the 
aid  of  the  Truax  incubator,  a  cut  of  which  I  show  you  (Fig.  4), 
and  by  the  watchful  care  of  very  efficient  and  attentive  trained 
nurses. 

The  history  of  almost  all  delicate  premature  babies  is  similar. 
They  become  cyanosed,  pulseless,  unable  to  swallow  ;  when  an  effort 
is  made  to  feed  them  the  food  is  regurgitated,  so  that  feeding  by 
rectum  must  be  resorted  to.  This  is  accounted  for  in  some  measure 
by  the  undeveloped  condition  of  the  stomach,  which  at  eight  mouths 
may  only  measure  3.7x1.8  centimetres  (ljxi^t  inches),  weigh 
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14  to  15  grammes,  and  have  a  capacity  of  7  or  8  cubic  centi- 
metres. 

The  animal  heat  of  prematures,  in  consequence  of  their  early 
birth,  is  naturally  deficient,  and  is  easily  disturbed  by  an  irregular 
or  cold  air ;  hence  for  this  an  equable  and  higher  temperature  is 
necessary. 

Fig.  4. 


The  Truax,  Greene  &  Co.  incubator  in  section. 


The  heart  of  each  of  the  infants  in  whom  I  found  it  necessary  to 
resort  to  the  life-preserver  showed  a  distinct  murmur.  This  was  es- 
pecially true  in  Baby  A.  in  the  Truax  incubator.  This  was  observed 
frequently  by  the  trained  nurses  and  also  by  another  physician 
who  was  called  in  my  absence  because  of  threatening  heart-failure 
and  convulsions  of  the  child,  and  who  had  so  little  hope  of  the 
child  living  that  he  informed  the  nurse  he  would  not  prescribe. 

I  will  now,  in  closing,  simply  call  your  attention  to  cuts  of  the 
life-preservers  used  by  me.  Fig.  1  is  a  rough  box  made  up  and 
used  as  described  in  the  paper.  I  keep  it  on  hand  to  lend  or  use 
as  occasion  may  require.  It  will  answer  nearly  all  purposes  of  a 
first-class,  high-priced  life-preserver.  Its  cost  was  about  one  dollar 
and  a  quarter.  Fig.  2  is  a  sectional  view  of  Fig.  1.  Pipes  could 
easily  be  distributed  through  it  where  the  bottles  show,  and  a  piece 
of  hose  fastened  to  them  and  to  any  kitchen  kettle,  so  that  the 
steam  from  the  kettle  could  circulate  and  heat  the  box,  at  a  cost  of 
less  than  four  dollars.  Of  course,  the  kettle  lid  would  either  have 
to  be  weighted  down  or  fastened  down  with  a  wire  or  cord  to  give 
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a  little  more  pressure  of  steam.  Such  a  life-preserver  will  cost 
less  than  five  dollars  complete.  It  will  be  efficient  and  harmless. 
Fig.  3  shows  a  cut  of  what  I  consider  an  ideal  life-preserver,  the 
principal  features  of  which  have  been  described  by  Rotch  as  his 
brooder.    It  may  be  made  either  of  wood  or  metal,  preferably  the 


Fig.  5. 


Weighing  the  baby. 

latter.  The  preserver  proper  may  be  used  upon  or  off  its  carriage, 
slots  for  the  carriage  axles  being  placed  beneath.  All  life-preservers 
should,  when  possible,  have  side  lights,  so  that  the  mother  or  nurse 
may  see  the  child  and  the  thermometer  while  they  are  in  bed  resting. 
A  bell  with  battery  should  be  attached,  as  was  in  the  Truax,  to  notify 
the  nurse  when  the  temperature  is  too  high  or  too  low.  But  these 
bells  must  not  be  depended  upon  ;  they  are  not  yet  sufficiently  sen- 
sitive. Fig.  4  is  a  cut  of  the  Truax,  Greene  &  Co.'s  incubator 
used  by  me.    Fig.  5  illustrates  a  method  of  weighing  the  baby. 
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CHICAGO. 


Arrest  of  development  in  the  rectal  and  anal  portion  of  the 
alimentary  canal  is  sufficiently  rare,  excepting  in  exceedingly  pop- 
ulous districts,  to  admit  of  its  consideration  for  a  few  moments. 
As  students  of  physiology  and  emhryology  we  were  informed  that 
in  the  embryo  the  tubus  iutestinalis  is  formed  by  the  closing  later- 
ally and  from  front  to  rear  of  the  mesoderm  and  entodermic  layers 
of  the  blastoderm,  and  that  from  this  intestinal  tube  are  derived  all 
the  viscera  of  the  pleura  and  peritoneal  cavity,  excepting  those 
forming  the  genito-urinary  system.  From  the  anterior  portion  of 
this  tube  the  lungs  are  derived,  also  the  trachea  and  esophagus,  and 
posterior  to  this  portion  there  appears  a  spindle-shaped  dilatation 
which  is  the  first  rudiment  of  the  stomach.  Below  this  organ  the 
intestinal  tube  increases  rapidly  in  length,  at  first  forming  a  loop 
which  is  attached  by  a  mesentery  to  the  spinal  column  and  project- 
ing by  its  convex  surface  into  the  umbilical  vesicle ;  afterward  it  is 
thrown  by  rapid  growth  into  numerous  folds  and  convolutions, 
until  the  distinction  between  duodenum,  ileum,  and  jejunum  be- 
comes apparent ;  from  the  duodenum  spring  two  sacculated  projec- 
tions, which  fuse  together  and  form  the  liver;  the  openings  in  these 
sacculated  projections  constitute  bile-ducts,  which  are  at  first  double, 
but  subsequently  unite  to  form  a  single  canal.  Springing  from  a 
blind  process  of  the  duodenum  are  developed  also  the  pancreas  and 
pancreatic  duct. 

The  allantois  begins,  like  the  lungs  aud  liver,  as  a  blind  process 
springing  from  the  intestinal  wall,  but  situated  at  the  postei'ior 
extremity  of  the  tube ;  and  the  bladder  is  formed  from  a  portion 
of  the  allantois  which  is  closed  in  by  the  abdominal  plates.  At 
the  outset,  therefore,  both  intestine  and  bladder  open  into  a  com- 
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mon  cloaca;  these  organs  are  separated  later,  however,  by  a  trans- 
verse septum  forming  genito-urinary  and  anal  openings. 

Holt  informs  us  that  the  most  common  seat  of  intestinal  obstruc- 
tion is  at  the  anas,  the  bowel  being  normally  formed  throughout, 
lacking  only  the  external  orifice.  The  next  most  frequent  obstruc- 
tion is  in  the  rectum,  which  may  be  a  membranous  septum  in  its 
lumen  or  obliteration  of  the  rectal  tube  either  in  part  or  throughout 
its  entire  length,  including  even  a  portion  of  the  colon.  When  the 
obstruction  is  above  the  rectum  the  most  frequent  seat  is  in  the 
duodenum  ;  and  Gartner,  he  says,  reporting  38  cases  of  obstruction 
of  the  bowels,  found  19  cases  in  the  duodenum,  3  in  the  jejunum, 
11  in  the  ileum,  6  in  the  colon,  1  in  the  ileum  and  colon. 

Atresia  in  these  cases  is  more  frequent  than  stenosis,  and  there 
may  be  either  a  single  point  of  obstruction  or  the  lumen  may  be 
obliterated  for  a  considerable  distance,  so  that  a  fibrous  cord  may 
be  all  there  is  to  represent  the  bowel,  or  there  may  be  no  connection 
whatever  between  the  two  open  portions  of  it.  In  all  such  cases 
the  upper  portion  of  the  intestine  is  very  much  distended  while 
the  lower  portion  is  empty. 

The  cause  of  such  conditions  is  yet  in  considerable  doubt.  Gart- 
ner1 attributes  most  of  these  deformities  to  fetal  volvulus,  while 
Liebermann2  gives  peritonitis  as  the  principal  cause.  Holt,  while 
giving  both  volvulus  and  peritonitis  as  the  most  probable  causes, 
says  that  volvulus,  or  a  twisting  of  the  intestine  during  its  devel- 
opment, is  a  more  satisfactory  explanation  for  the  majority  of  the 
cases,  especially  where  there  are  multiple  points  of  atresia.  In 
these  latter  cases  I  would  rather  incline  to  believe  that  syphilis  in 
one  or  both  parents  was  the  predisposing  cause,  peritonitis  with 
adhesions  or  volvulus  following  upon  the  least  provocation  ;  and, 
indeed,  I  can  very  easily  imagine  this  same  disease  acting  as  a  very 
prominent  factor  in  nearly  all  cases,  whether  severe  or  mild  in 
character,  as  predisposing  the  fetal  tissue  to  this  and  many  other 
malformations. 

Lusk,  in  commenting  upon  the  physiology  of  embryonic  life  and 
the  joining  of  the  intestines  with  the  head  above  and  anus  below, 
says  that  the  openings  of  the  mouth  and  anus  into  the  intestinal 
tract  are  the  result  of  secondary  processes.    Tiiese  orifices  begin  as 


1  Jahrbuch  f.  Kiuderbeilk.,  xx.  p.  408. 


-  Id.,  xxviii.  p.  420. 
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pit-like  depressions  in  their  membranous  envelopes,  the  depressions 
continually  deepening  until  they  finally  come  in  contact  with  the 
upper  or  lower  end  of  the  intestines ;  then  absorption  of  the  inter- 
vening tissue  takes  place,  and  the  intestines  lined  by  the  internal 
blastodermic  membrane  become  united  with  the  external  layer, 
so  that  failure  of  these  pit-like  depressions  to  form  means 
either  atresia  of  the  anus  or  a  similar  deformity  at  the  mouth. 

When  a"ny  of  these  malformations  are  present  they  should  be  dis- 
covered immediately  after  the  birth  of  the  child.  If  the  physician 
or  nurse  has  failed  to  discover  them  upon  the  first  examination 
after  birth,  their  attention  will  soon  be  drawn  thereto  by  the  rest- 
less condition  of  the  child  ;  also  by  the  fact  that  meconium  has  not 
been  expelled,  and,  after  twenty-four  hours,  to  a  tympanitic  dis- 
tention of  the  abdomen,  the  child  later  refusing  to  take  the  breast 
because  of  the  intense  pain  it  suffers.  In  the  absence  of  the  phy- 
sician, the  nurse,  if  trained,  will  make  an  effort  to  relieve  these 
symptoms  by  resorting  to  clysters,  when,  if  the  anus  is  absent 
entirely,  the  discovery  is  made  at  once.  If,  however,  as  may  hap- 
pen, the  anus  be  developed  but  ununited  to  a  stenosed  or  undevel- 
oped rectum,  clysters  may  be  given  without  an  immediate  diagnosis 
being  made,  until  the  child's  suffering  becomes  so  constant  and 
acute  as  to  demand  a  complete  examination,  when  the  malforma- 
tiou  is  usually,  though  not  always,  found.  When  there  is  no  doubt 
as  to  the  diagnosis  of  anal  or  rectal  atresia,  an  immediate  decision 
as  to  operative  procedures  necessary  will,  as  a  rule,  be  called  for  by 
,  the  parents,  and  some  of  them,  I  kuow,  prefer  death  of  the  child 
to  operative  interference.  If  the  rectum  in  female  babies  termi- 
nates by  an  opening  into  the  vagina,  as  a  rule  operative  interfer- 
ence is  not  absolutely  necessary,  at  least  for  a  number  of  years,  for 
the  condition  is  not  incompatible  with  life ;  but  a  correction  of  the 
malformation  should  be  made,  if  possible,  during  the  very  early 
years  of  life,  an  artificial  anus  at  the  normal  anal  site  should  be 
established,  and  the  abnormal  communication  with  the  vagina 
obliterated,  at  least  before  maturity.  If,  however,  a  communica- 
tion has  developed  between  the  rectum  and  bladder,  or  between  the 
rectum  and  urethra,  as  illustrated  from  Esmarch  by  Wyeth,  or 
into  either  ureter,  as  quoted  by  Vogle,  a  diagnosis  of  such  condition 
may  readily  be  made  because  of  the  alkaline  condition  of  the  urine, 
caused  by  contact  with  the  meconium  or  fecal  matter  ;  the  combi- 
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nation,  acting  as  an  irritant  upon  the  mucous  bladder  lining,  will 
very  soou  cause  cystitis,  and  cystitis  in  the  new-born  should  be 
looked  upon  with  a  suspicion  that  some  such  abnormal  communi- 
cation is  present.  An  artificial  opening  either  in  the  lumbar  or 
inguinal  region  will  in  these  cases  be  necessary,  and  should  be 
made  as  soon  as  possible  to  avoid  suffering  by  the  child  from  the 
cystitis.  The  abdominal  opening  is  preferable  in  most  of  these 
most  difficult  cases,  and  should  be  made  large  enough  to  permit  of 
a  thorough  examination  of  the  entire  contents  of  the  abdomen  and 
pelvis,  and  also  to  permit  of  closing  the  pouch  of  intestine  leading 
to  the  organs  involved  by  primary  operation,  if  possible.  Other- 
wise a  secondary  operation,  in  the  event  of  the  child  living,  may 
be  required;  for  if  the  cystitis  continues  because  of  continual  fecal 
infection,  after  the  colostomy  has  been  performed,  a  laparatomy 
will  again  be  necessary  in  order  to  close  the  abnormal  communi- 
cation, for  these  channels,  lined  as  they  are  with  epithelium,  seldom, 
if  ever,  close  spontaneously,  hence  an  enormous  amount  of  unneces- 
sary suffering  will  ensue  because  of  failure  to  close  them  at  tbe  first 
operatiou. 

There  are,  again,  cases  of  atresia  in  which  the  pit-like  depression 
has  formed  in  the  integument  and  deepened  into  a  normal  anal 
orifice,  this  orifice  or  pouch  extending  upward  until  its  blind  ex- 
tremity is  within  reach  of  the  descending  rectal  pouch.  These 
cases  are  very  deceptive,  but  when  discovered  are  easily  relieved 
by  introducing  the  finger  or  a  grooved  director  into  the  anal  open- 
ing— which  latter  should  first  be  dilated — then  slitting  open  the 
partition  with  a  trocar,  scissors,  or  bistoury,  dilating  the  opening 
as  freely  as  possible,  packing  it  with  gauze  and  cerate,  and  thus 
forming  an  orifice  that  will  give  little  if  any  trouble  during  at  least 
the  first  year  of  life,  when  the  alvine  matter  is  soft  and  formless ; 
later  frequently  repeated  clysters  may  be  necessary  to  keep  the  feces 
from  solidifying.  When  the  rectum  is  complete  and  the  anus  also 
complete,  excepting  for  want  of  an  opening  in  the  integument, 
bulging  at  the  anal  site  will  soon  attract  attention  thereto,  and  an 
opening  can  easily  be  made  and  dilated,  giving  immediate  relief. 
But  where  the  rectum  is  complete,  or  almost,  and  the  anal  orifice 
not  at  all  formed,  bulging  at  the  anal  site  will  not  appear,  even 
though  the  abdomen  be  much  distended. 

Any  of  the  above  conditions  should  be  discovered  and,  if  pos- 
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sible,  rectified  during  the  first  twenty-four  hours  following  the 
birth  of  the  child.  If  no  bulging  appears  at  the  anal  site  a  colos- 
tomy will  almost  certainly  be  necessary. 

With  these  preliminary  remarks  I  will  now  report  the  following 
case :  I  was  called  and  attended  Mrs.  8.,  May  14th,  during  a  nor- 
mal labor,  delivering  her  of  a  boy  healthy  in  all  respects  excepting 
for  atresia  of  the  anus,  which  was  entirely  absent,  not  even  a  pit 
or  depression  marking  the  site;  and  although  two  days  elapsed 
before  a  discovery  of  the  condition,  not  a  particle  of  bulging  at 
the  anal  site  was  visible,  but  the  child  at  tins  time  was  suffering 
very  much  with  a  distended  abdomen.  This  condition,  when  I 
discovered  it,  was  immediately  made  known  to  the  parents,  and  I 
also  informed  them  that  an  operation  for  connecting  the  bowel  to 
the  abdomen  would  in  all  probability  be  necessary,  for  I  had  already 
probed  around  the  anal  site  in  their  presence  for  an  opening  with- 
out success.  With  much  reluctance  they  consented  to  this  proced- 
ure, and,  after  consultation  with  Dr.  Bacon,  an  effort  was  made  to 
locate  the  rectum  by  a  careful  dissection  at  the  anal  site  to  the 
depth  of  3.7  centimetres  (1|  inches),  without  success,  when  a  colos- 
tomy was  deemed  necessary,  and  an  incision  about  2  centimetres 
(f  inch)  long  at  the  left  inguinal  region  through  the  distended 
abdomen  was  made,  the  bowel  brought  into  the  abdominal  wound 
and  attached  at  each  angle  by  sutures.  Then  the  intestine  between 
the  sutures  was  forcibly  drawn  out  over  the  cut  abdominal  surface, 
while  an  incision  was  made  between  the  sutures  lengthwise  of  the 
bowel  for  the  escape  of  the  meconium,  which  was  immediately  very 
freely  discharged.  After  cleansing  the  edges  of  each  cut  surface, 
the  bowel  opening  was  united  on  each  side  to  the  corresponding 
side  of  the  abdominal  wound,  apparently  primary  union  resulting, 
and  for  the  following  eight  or  ten  days  nothing  whatever  seemed 
to  disturb  the  little  one.  It  ate,  slept,  and  gained  in  weight  fully 
as  well  as  any  child  could,  notwithstanding  the  very  hot  weather, 
but  for  over  two  months  it  has  suffered  from  an  almost  complete 
closure  of  the  wound  by  the  cicatricial  formation,  the  plug  persist- 
ently blocking  up  the  channel  and  necessitating  dilatation  daily 
by  the  dilators  which  I  now  show  you  and  which  I  have  had  made 
for  this  purpose.  They  appear  in  the  foreground  immediately  in 
front  of  the  baby — a  healthy  looking  child,  as  you  see  by  its  photo- 
graph. These  dilators  are  simply  Nos.  9, 11,  and  13  E  male  urethral 
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catheters,  cut  off  2.5  centimetres  (1  inch)  above  the  curve,  having 
a  flat  handle  brazed  on  to  the  outside  diameter  of  the  dilator,  to 
guide  it  and  to  prevent  its  turning  while  being  introduced. 

It  is  very  important  because  of  the  cicatrix  to  see  that  the  canal 
be  dilated  every  day,  even  though  the  stools  be  liquid  and  diarrheal 
in  character;  otherwise,  if  this  be  neglected  for  several  days  because 
of  the  bowels  being  loose,  it  will  then  be  found  necessary  to  use 
considerable  force  to  introduce  even  the  smallest-sized  dilator 
through  the  centre  of  the  cicatrix.  When  much  force  is  necessary 
in  dilating  the  opening  with  the  instrument  in  the  right  hand,  it  is 
well  to  place  the  fingers  of  the  left  hand  upon  the  anterior  superior 
spine  and  crest  of  the  ilium  as  a  guide  to  prevent  the  forcible  plung- 
ing of  the  dilator  against  the  opposite  wall  of  the  intestine;  for  by 
carelessness  the  bowel  might  easily  be  punctured,  which  accident 
would  almost  certainly  terminate  in  diffuse  peritonitis  and  death. 

This  cicatricial  plug,  under  slight  anesthesia,  could  easily  be 
removed  and  an  effort  made  to  fasten  the  integument  around 
the  opening  close  down  to  the  mucosa  of  the  bowel,  when,  if 
primary  union  took  place,  there  would,  of  course,  be  no  cicatri- 
cial plug,  and  consequently  little  if  any  dilating  would  be  found 
necessary.  Indeed,  with  my  present  experience,  if  given  a  similar 
case,  it  would  lead  me  to  adopt  a  different  procedure  at  the  primary 
operation  in  order  to  overcome  the  cicatricial  formation,  and  that 
is  to  do  the  colostomy  in  two  sittings.  During  the  first  sitting  the 
colon  might  be  fastened  to  the  abdominal  wound  until  peritoneal 
adhesions  have  formed,  and  the  integument  loosened  for  some  little 
distance,  say  1.5  centimetres,  around  the  abdominal  opening,  so 
that  it  might  be  fastened  down  as  close  as  possible  to  the  bowel 
wall  and  dressed.  At  the  second  sitting,  twenty-four  to  forty-eight 
hours  later,  the  bowel  being  united  to  the  peritoneum,  a  double  row 
of  stitches  might  be  introduced  with  the  long  axis  of  the  bowel, 
and  between  these  the  incision  should  be  made,  and  the  stitches, 
each  previously  armed  with  a  needle,  should  be  immediately  fast- 
ened to  the  abdominal  opening,  when,  after  the  meconium  has  been 
thoroughly  evacuated,  a  plug  should  be  introduced  to  prevent 
further  discharge  for  at  least  twenty-four  hours;  the  wound  should 
then  be  thoroughly  cleansed,  sutured,  and  dressed.  For  an  open- 
ing through  the  abdomen  into  the  bowel  that  (so  far  as  one  can 
judge  before  operation)  is  likely  to  be  permanent  I  think  such  a 
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procedure  as  this  will  give  the  best  results,  and  if  later  it  can  be 
dispensed  with,  with  care  it  may  be  closed.  One  other  little  pro- 
cedure I  would  strongly  advise  when  doing  a  colostomy  for  anal 
atresia — namely,  draw  down  the  colon  toward  the  aual  site  as  far 
as  undue  tension  will  permit  before  attaching  it  to  the  abdominal 
wall;  then  when,  later,  soundings  are  made  for  the  rectal  pouch  or 
terminus,  it  may  be  found  sufficiently  close  to  the  anal  site  to  per- 
mit of  its  early  attachment  to  that  location  in  just  exactly  the  same 
manner  as  that  above  described  for  colotomy,  and  in  two  sittings. 

We  hope  to  make  such  an  effort  in  the  case  above  reported  when 
the  pelvic  outlet  is  larger;  the  tuber  ischii  in  this  child  being  some- 
what closer  than  usual  will  make  the  operative  procedure  in  that 
direction  quite  difficult.  Few  children  born  with  these  malforma- 
tions so  marked  as  to  require  colostomy  recover  from  the  operation, 
and  fewer  still  attain  the  age  of  maturity.  Indeed,  they  seldom 
live  beyond  the  age  of  childhood.  Keating,  who  has  enjoyed  a 
very  extensive  and  varied  practice,  has  but  one  case  of  colostomy 
to  his  credit,  and  makes  no  reference  to  its  period  of  life.  Vogl, 
closing  his  article  upon  anal  and  rectal  malformations,  in  referring 
to  colostomy,  says:  '"That  children  may  recover  from  such  an 
operation  has  often  been  shown,  but  whether  they  thrive  or  grow 
up  I  am  not  able  to  say.  At  least,  I  have  never  seen  an  adult  iu 
whom  an  artificial  anus  has  been  established  in  either  lumbar  or 
inguinal  regions  in  the  early  days  of  life."  In  the  Medical  Xews, 
September,  1883,  Dr.  Fenwick,  of  Montreal,  reports  a  case  of 
imperforate  anus  to  the  surgical  section  of  the  Canadian  Medical 
Association,  September  5,  1883.  The  patient,  a  man,  "  no  age 
given,"  had  a  fecal  fistula  at  the  root  of  the  penis,  said  to  have 
been  the  result  of  an  operation  made  when  a  baby  for  the  cure  of 
atresia.  I  am  surprised  that  so  very  many  authors,  both  in  this 
country  and  in  European  nations,  make  no  further  report  of  cases 
in  which  colostomy  has  been  performed,  so  that  the  benefits  of  the 
operation,  if  any,  may  be  observed. 

One  might  very  readily  imagine  that  an  occlusion  of  the  bowel 
in  the  new-born  sufficient  to  require  colostomy,  instead  of  beius; 
quite  common,  as  is  claimed,  is  indeed,  on  the  contrary,  quite 
a  rare  occurrence,  and  this  to  me  would  seem  especially  apparent 
from  a  perusal  of  works  upon  obstetrics.  For  to  whom  are  such 
cases  presented  if  they  are  not  to  the  obstetrician  ? — and  yet  I  find 
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iu  their  writings  but  little  more  than  a  mere  mention  of  such  cases 
having  occurred.  Hence  I  judge  they  either  do  not  report  them 
very  faithfully  or  the  cases  do  not  so  very  frequently  occur.  In 
the  practice  of  mid  wives,  however,  I  believe  an  occlusion  is  occa- 
sionally overlooked,  and  in  support  of  my  belief  permit  me  to 
report  the  following  : 

I  was  called  in  a  great  hurry  to  see  Mrs.  R.  on  December  10, 
1895.  I  found  her  almost  distracted  over  her  baby,  a  boy  five 
days  old.  The  infant  was  in  a  state  of  coma  preceding  death,  its 
abdomen  enormously  distended  and  discolored,  the  discoloration 
extending  over  the  entire  abdominal  surface  aud  upon  either  side, 
radiating  out  upon  the  back  well  toward  the  vertebra.  Even  the 
mother  at  this  time  was  satisfied  there  was  no  hope  for  the  life  of 
her  baby,  and  I  was  called  merely  to  certify  to  the  cause  of  death, 
which  I  readily  found  was  peritonitis  following  anal  atresia.  The 
midwife  who  attended  the  case  is  above  the  average  in  intelligence. 
She  had  simply  failed  to  discover  the  condition. 

Since  writing  the  above  I  find- 1  am  at  variance  with  some  noted 
surgeons  in  advising  an  early  operation  in  those  cases  of  anal  atresia 
in  which  the  rectum  fuses  with  the  posterior  wall  of  the  vagina. 
Thompson,  of  Loudon,  while  reporting  (in  the  London  Lancet  of 
February,  1894)  a  successful  operation  for  closing  the  vaginal 
opening  and  uniting  the  rectum  at  the  normal  site,  quotes  Mr. 
Crisp  as  having  performed  twelve  similar  operations,  eleven  of 
them  being  successful,  and  gave  it  as  Crisp's  advice  that  the  opera- 
tion be  deferred  until  the  girl  has  grown  up  to  about  the  age  of 
fourteen  years,  so  as  to  allow  the  parts  to  become  thickened. 

In  the  same  journal,  however,  in  the  following  month,  Dr. 
Newman,  of  Loudon,  deplores  the  fact  that  a  young  girl  who  was 
brought  to  him  at  the  age  of  eight  years  for  the  same  condition 
had  been  so  long  neglected  by  her  parents.  He  operated  at  once, 
and  for  weeks  after  apple  pips  (which  he  was  positive  were  not 
eaten  since  the  operation)  were  occasionally  discharged.  The  intes- 
tines had  also  been  enormously  distended  with  fecal  matter.  He 
maintained  that  they  should  be  operated  upon  younger  still  than 
this  child  was.  I  am  inclined  to  favor  operative  procedures,  in  this 
particular  class  of  cases,  between  the  ages  of  six  and  twelve  years, 
as  indicated  by  circumstances  and  the  developed  condition  of  the 
child. 


A  CASE  OF  THE  PORRO  OPERATION;  RECOVERY 
OF  MOTHER  AND  CHILD. 


By  DAVID  BARROW,  M.D., 

LEXINGTON. 


Mrs.  H.,  forty-four  years  of  age,  has  been  married  twenty- 
three  years.  She  has  two  living  children,  one  twenty  and  the  other 
fifteen  years  old  ;  one  miscarriage  between  the  birth  of  the  two 
children.  Five  years  ago  I  saw  her  for  the  first  time  in  con- 
sultation with  a  medical  friend,  and  found  at  that  time  a  fibroid 
tumor  pretty  well  filling  the  pelvic  cavity.  She  was  losing  a 
good  deal  of  blood,  was  quite  anemic,  and  suffering  from  pressure 
symptoms.  I  visited  her  but  twice,  as  in  a  short  time  she  sought 
the  advice  of  another  physician.  For  several  years  she  has  been 
under  the  care  of  Dr.  Bryan,  in  the  main  getting  along  fairly  well. 
In  July  I  saw  her  with  Dr  Bryan.  Previous  to  January,  for  two 
years,  her  menstruation  had  been  regular,  but  that  month  the 
period  did  not  return.  Her  general  health  had  improved,  the 
abdomen  had  progressively  enlarged,  and  all  symptoms  suggested 
pregnancy.  The  fetal  heart  could  not  be  heard,  but  she  thought 
she  felt  the  movements  of  the  child.  On  manipulating  the  abdo- 
men the  large  tumor  could  be  plainly  mapped  out,  and  as  many  as 
four  nodular  masses  could  be  distinctly  felt  over  its  surface.  The 
smooth  part  of  the  tumor  was  above  the  umbilicus.  A  digital 
examination  revealed  an  interesting  condition.  The  vagina  was 
large  and  soft ;  the  cervix  was  high  up  and  hard  to  reach  with  the 
examining  finger,  and  was  jammed  tightly  above  the  symphysis 
pubis.  Occupying  and  filling  the  pelvic  cavity  was  a  large  fibroid 
mass,  very  hard,  and  even  by  the  use  of  firm  pressure  it  was  im- 
possible to  displace  it  upward.  This  mass  extended  below  and 
had  crowded  the  cervix  out  of  the  pelvic  cavity. 

We  gave  the  opinion  that  the  patient  was  pregnant,  and  also 
stated  that  it  would  be  impossible  to  deliver  her  except  by  surgical 
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means.  We  visited  her  from  time  to  time,  each  examination  con- 
firming the  opinion  that  she  was  pregnant  and  that  an  operation 
was  absolutely  necessary  to  save  her  life.  She  went  to  the  infir- 
mary on  September  26th,  and  on  the  29th  the  operation  was  done. 
Not  knowing  the  exact  date  of  the  last  menstrual  period,  we  fixed 
as  best  we  could  the  date  of  expected  confinement  about  the  middle 
of  October.  From  the  appearance  of  the  child  I  think  we  were 
right  in  estimating  that  the  pregnancy  had  advanced  to  that  period. 

After  the  usual  preparation  for  an  abdominal  operation,  ether 
was  administered  and  the  abdomen  opened.  The  incision  was 
free,  extending  from  about  two  and  a  half  inches  above  the  umbil- 
icus to  near  the  pubis.  The  tumor  pretty  much  filled  the  abdom- 
inal cavity,  extending  to  the  diaphragm.  Delivering  it  through 
the  incision,  I  passed  an  elastic  tube  around  the  lower  part  of  the 
fibroid  mass  to  control  hemorrhage.  Gauze  and  aseptic  towels 
were  carefully  packed  about  the  tumor  and  into  the  abdominal 
cavity  to  prevent  possible  infection  from  the  uterine  contents.  The 
child  occupied  the  upper  two-thirds  of  the  tumor,  and  the  lower  one- 
third  was  a  mass  of  fibroids.  The  constricting  band  being  tight- 
ened, I  freely  incised  the  uterus.  The  placenta  was  in  the  line  of 
the  incision  and  was  quickly  separated,  and  the  whole  contents  of 
the  uterus  delivered  without  rupturing  the  membranes,  fortunately 
eliminating  any  possible  infection  from  the  amniotic  fluid. 

The  child  was  handed  to  an  assistant,  who  ruptured  the  mem- 
branes and  tied  the  cord.  In  a  short  time  it  breathed,  and  was 
soon  in  good  condition.  There  was  but  little  hemorrhage  from  the 
incision,  the  constricting  tube  making  the  operation  almost  blood- 
less. The  uterus  was  carefully  washed  out  with  sterilized  water, 
and  the  gauze  and  towels  removed  from  the  cavity  and  fresh  ones 
replaced.  The  broad  ligaments  were  clamped  and  tied  with  silk 
ligatures. 

The  peritoneum  on  the  lower  anterior  and  posterior  surfaces  of 
the  tumor  was  deflected,  the  vagina  opened,  and  the  whole  mass 
removed.  A  strip  of  gauze  was  passed  into  the  vagina  and  the 
peritoneal  surfaces  brought  together  with  catgut.  All  ligatures 
and  raw  surfaces  were  covered  by  the  peritoneal  flaps,  and  were, 
when  the  stitching  was  completed,  extraperitoneal.  After  spreading 
out  the  common  omentum  the  abdominal  incision  was  closed,  using 
catgut  for  peritoneum,  silk  for  fascia,  and  worm-gut  for  skin. 


A   CASE   OF   THE   PORRO  OPERATION. 


449 


Duration  of  operation,  one  hour.  Patient  left  table  in  good 
condition  ;  pulse  less  than  100.  The  child,  a  male,  weighed  six 
pounds  at  birth.  It  is  now  more  than  ten  months  since  the  opera- 
tion, and  mother  and  child  are  well. 

Drs.  Bryan  and  Witherspoon  assisted  me  in  the  operation,  and 
Dr.  Patterson  administered  the  ether. 
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NEPHROLITHOTOMY  FOR  UNCOMPLICATED 
NEPHROLITHIASIS. 


By  CHARLES  GREENE  CUMSTOX,  M.D.. 

BOSTON. 


The  kidney  is  one  of  the  abdominal  viscera  that  of  late  years 
has  attracted  the  attention  of  the  surgeon,  and  many  are  the  cases 
reported  in  which  operations  thereon  have  given  most  brilliant 
results.  Although  nephrolithotomy  for  renal  calculi  and  nephro- 
lithiasis cannot  be  precisely  termed  a  modern  operation,  as  Jacques 
Cousinot  upheld  that  it  could  be  performed  as  early  as  1622,  and 
in  1754  Borden  put  foward  surgical  interference  as  both  possible 
and  proper,  still  it  is  only  within  the  past  fifteen  years  that  much 
has  been  accomplished  in  this  direction. 

It  is  true  that  many  operators  have  opened  kidneys  that  were 
perfectly  normal  in  patients  presenting  renal  and  lumbar  pain  of 
great  severity  and  closely  simulating  renal  colic,  but  these  unsuc- 
cessful operations  should  not  stop  the  progress  in  the  treatment  of 
these  unfortunate  patients,  because  nephrolithotomy  is  in  reality 
extremely  benign.  A  calculus  may  remain  for  a  very  long  time 
within  the  kidney  without  ever  giving  rise  to  a  single  symptom,  or 
may  simply  produce  lumbar  pain  once  or  twice  during  the  life  of 
the  individual,  just  as  in  cases  of  biliary  lithiasis.  But  the  inten- 
sity of  the  painful  symptoms  is  not  in  direct  relation  to  the  size  of 
the  stone,  and  small  calculi  may  give  rise  to  various  symptoms  and 
to  serious  complications  as  well,  while  medium-sized  or  large  stones 
may  be  perfectly  well  tolerated  by  the  subject. 

Now,  in  point  of  fact,  a  small  calculus  is  often  more  painful  aud 
just  as  serious,  if  not  more  so,  on  account  of  its  mobility  being  far 
greater  than  that  of  a  large  concretion. 

A  small  calculus  has  a  tendency  to  travel  down  into  the  ureter, 
and  thus  give  rise  to  renal  colic.  If  it  becomes  lodged  in  this  canal 
it  may  be  the  cause  of  a  hydronephrosis,  anuria,  or  ascending  pye- 
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lonephritis.  On  account  of  its  mobility  it  will  irritate  the  kidney 
and  produce  hematuria,  which  is  often  frequent  in  occurrence  and 
large  in  quantity,  and  Lecorche  is  of  the  opinion  that  small  calculi 
made  up  of  oxalate  of  lime  are  the  cause  of  paroxysms  of  hema- 
turia. 

The  symptoms  of  nephrolithiasis,  when  there  is  no  dilatation  of 
the  kidney  or  suppurative  process  going  on  within  the  organ,  are 
pain  and  hematuria.  Renal  pain  is  usually  intermittent,  and  is 
rather  more  a  sensation  of  lameness  or  a  tearing  feeling,  usually 
extending  to  the  lumbar  and  inguinal  regions.  In  every  type  of 
renal  calculus  the  pain  is  increased  by  walking  or  riding,  and  can 
in  most  cases  be  calmed  by  quiet,  especially  in  the  recurnbent  posi- 
tion. But  it  would  appear  from  published  cases  and  those  that 
have  come  under  the  writer's  observation,  that  small  calculi,  conse- 
quently the  movable  ones,  cause  more  acute  pain  than  large  ones, 
and  which  is  more  frequently  the  result  of  very  slight  movements 
or  exercise.  The  pain  may  even  become  continual,  and  some  patients 
will  suffer  constantly  for  years.  Walking  and  riding  start  up  sharp 
paroxysms  of  pain. 

Palpation  and  pressure  over  the  lumbar  region  will  generally 
give  rise  to  pain.  Percussion  of  the  lumbar  region  can  also  pro- 
voke an  attack  or  increase  it  if  pain  is  already  present.  Jordan 
Lloyd  says  that  a  quick,  sharp  blow  will  always  give  rise  to  pain 
when  the  kidney  contains  a  stone,  but  the  writer  cannot  agree  on 
this  point,  at  least  in  every  case. 

Hematuria  is  a  symptom  which  is  nearly  always  present  in 
nephrolithiasis,  and,  although  not  profuse,  it  often  coincides  with 
the  pain  and  occurs  when  the  patient  has  taken  unusual  exercise. 
It  may  occur  either  during  or  between  paroxysms  of  renal  colic; 
it  appears  early  or  late  in  the  affection ;  but  it  is  rarely,  if  ever, 
completely  absent,  especially  in  cases  of  small  stones,  and  it  thus 
may  be  considered  as  a  characteristic  symptom  of  the  latter  when 
it  frequently  takes  place,  is  considerable  in  amount,  and  is  accompa- 
nied by  nearly  constant  pain.  It  may  also  be  a  very  important 
symptom  for  the  diagnosis  of  the  presence  of  a  stone  in  the  kidney 
in  those  cases  where  there  is  a  little  obscurity  as  to  the  nature  of 
the  affection  present,  as  well  as  determining  which  of  the  two  glands 
is  the  seat  of  the  trouble,  when  reflex  pain  occurs  in  the  normal 
kidney.    For  the  diagnosis  of  the  latter  a  cystoscopic  examination 
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should  be  made  after  the  patient  has  taken  a  long  walk,  when  we 
will  be  able  to  see  small  jets  of  blood  escaping  from  the  ureteral 
orifice  on  the  affected  side.  In  the  female,  the  passage  of  the 
ureteral  catheter  and  comparative  analysis  of  the  urine  from  the 
right  and  left  kidney  will  be  found  of  great  help  in  cases  of  nephro- 
lithiasis or  when  the  stone  is  in  the  pelvis  of  the  kidney  or  lodged 
in  the  ureter. 

When  the  calculus  enters  the  ureter  it  produces  nephritic  colic, 
which  with  all  its  symptoms  is  of  much  value  to  the  surgeon, 
because  it  is  a  sure  indication  of  nephrolithiasis.  The  same  may 
be  said  of  intermittent  hydronephrosis,  which  indicates  that  the 
stone  has  become  lodged  in  either  the  pelvis  of  the  kidney  or  the 
ureter,  producing  a  momentary  obstruction  to  the  free  passage  of 
the  urine.  Small  calculi  particularly,  often  become  engaged  in  the 
pelvis  of  the  kidney,  on  account  of  their  mobility,  and  set  up  a 
pseudo-nephritic  colic,  which  is  due  to  a  distention  of  the  urinary 
gland. 

Renal  colic  is  sometimes  the  first  symptom  of  nephrolithiasis,  at 
others  it  only  occurs  some  time  after  the  localized  paroxysms  of 
pain. 

Each  one  of  the  symptoms  of  nephrolithiasis — viz.,  lumbar  pain, 
nephritic  colic,  and  hematuria — has  an  intrinsic  value,  but  is  not 
in  itself  sufficient  cause  to  justify  the  advisability  of  surgical  treat- 
ment. But  in  a  case  which  has  passed  through  several  paroxysms 
of  nephritic  colic  and  in  which  the  usual  pain,  with  or  without 
hematuria,  has  baffled  judicious  medical  treatment,  the  propriety 
of  surgical  treatment  should  be  considered,  because  not  only  will 
an  operation  do  away  with  the  unbearable  suffering  of  the  patient, 
but  it  will  be  the  means  of  preventing  all  the  complications  which 
can  arise  at  any  moment. 

Statistics  show  that  in  operations  performed  when  the  patient 
presented  anuria  from  his  calculus  the  mortality  is  about  33  per 
cent.,  while  if  suppuration  is  present  in  the  kidney  it  may  be  put 
at  about  50  per  cent.  In  those  cases  forming  the  subject  of  this 
paper — that  is  to  say,  a  small  stone  in  a  healthy  kidney — the  phy- 
sical signs  are  almost  absent.  The  kidney,  being  normal  in  size, 
cannot  be  made  out  by  bimanual  palpation  unless  the  organ  be 
movable  or  slightly  below  its  normal  site. 

Pain  on  palpation  of  the  region  of  the  kidney  is  present  in  the 


NEPHROLITHOTOMY. 


453 


majority  of  cases;  but  it  may  be  absent,  as  has  been  shown  by 
Tuffier,  who  removed  a  calculus  of  three  centimetres  in  length, 
which  was  movable  in  the  pelvis  of  the  kidney,  and  in  which  no 
pain  could  be  elicited  by  palpation.  We  consequently  must  base 
our  diagnosis  on  the  rational  signs  combined,  and  not  consider 
thein  singly. 

The  urine  may  also  be  of  help  to  us  in  making  a  diagnosis,  for 
occasionally  we  may  find  a  deposit  of  fine  crystals  of  uric  acid, 
forming  a  yellowish  or  a  brick-red  layer  at  the  bottom  of  the  test- 
tube.  The  reaction  will  be  found  acid,  and  indicates  an  excess  of 
uric  acid,  and  occasionally  oxalate  of  lime. 

It  is  difficult  to  decide  the  point  beyond  which  medical  treat- 
ment may  be  considered  as  of  no  avail,  but  by  studying  the 
reported  cases  it  may  be  said  that  nephrolithotomy  has  been  per- 
formed when  all  medical  treatment  has  proven  itself  useless. 
When  a  patient  has  suffered  from  severe  paroxysms  of  pain,  and 
these  occur  at  shorter  intervals  and  with  increasing  severity;  when 
hematuria  frequently  occurs,  which,  as  has  been  already  pointed 
out,  is  especially  characteristic  of  small  stones,  and  medical  treat- 
ment cannot  control  this  condition,  we  think  that  the  time  has 
come  to  resort  to  nephrolithotomy,  because  the  lesions,  which  after 
a  time  may  develop  in  the  urinary  gland,  are  quite  enough  to 
demonstrate  the  justness  of  surgical  aid  before  septic  accidents  have 
made  their  appearance. 

Operation  being  decided  on,  the  patieut  is  placed,  as  in  all  opera- 
tions on  the  kidney,  in  the  lateral  decubitus  position  on  the  side  of 
the  healthy  kidney;  the  loins  lying  next  to  the  operating-table 
should  be  well  raised  up  by  a  large,  firm  cushion,  in  order  to  put 
the  parts  to  be  operated  on  on  the  stretch.  The  thigh  on  the  side 
of  operation  should  be  slightly  flexed. 

The  operator  stands  facing  the  back  of  the  patient  and  an  assist- 
ant on  the  other  side  of  the  table  opposite  him.  The  twelfth  rib, 
the  crest  of  the  ilium,  and  the  external  border  of  the  sacro-lumbar 
mass  of  muscles  are  found  by  palpation.  The  proper  incision  to 
select  in  order  to  reach  the  kidney  with  ease  has  been  a  matter  of 
much  debate  among  surgeons.  All  the  various  cutaneous  incisions 
have  been  pretty  thoroughly  tried  :  the  vertical  incision  of  Simon, 
with  a  prolongation  over  the  ribs  and  buttock;  Czeruev's  incision 
extending  outward  from  the  last  rib ;  Guyon's  oblique  incision  ; 
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Morris's  very  oblique  incision,  and  that  of  Le  Dentu,  which  is 
parallel  to  the  twelfth  rib.  Tuffier's  incision  begins  at  the  eleventh 
rib,  about  eight  centimetres  from  the  spinous  apophyses,  and  is 
carried  down  to  the  crest  of  the  ilium.  If  the  kidney  is  in  its 
normal  position  this  incision  should  be  parallel,  or  nearly  so,  to  the 
twelfth  rib ;  but  if  the  organ  is  found  by  palpation  to  be  lower 
down  than  normal,  the  incision  should  be  made  slightly  oblique, 
downward  and  outward. 

If  Tuffier's  incision  be  chosen,  aud  it  appears  to  the  writer  the 
best  of  those  already  proposed,  the  skin  being  incised,  we  fall  upon 
the  subcutaneous  cellular  tissue,  which  in  stout  subjects  is  quite 
thick ;  this  is  in  turn  incised,  and  the  lower  fibres  of  the  great 
dorsal  muscle  will  be  seen  in  the  upper  part  of  the  incision.  The 
great  dorsal  muscle  is  incised,  and  then  the  great  oblique ;  then 
underneath  these  we  come  to  the  small  oblique  and  the  white  apo- 
neurosis, which  is  the  point  of  insertion  of  the  transverse  muscle. 
A  few  small  vessels  coming  from  the  posterior  lumbar  vessels  will 
be  cut  during  the  incision,  but  the  bleeding  is  easily  controlled  by 
artery  clips. 

The  wound  is  next  wiped  out  with  gauze  tampons,  and  then  the 
upper  part  of  the  border  of  the  quadratus  lumborum  may  be  seen. 
It  is  not  necessary  to  incise  this  muscle.  Then  below,  a  large 
nerve-trunk,  which  is  the  first  lumbar  pair,  will  be  seen  following 
nearly  the  same  oblique  direction  as  the  incision.  Only  one  more 
layer  of  tissue  now  remains  to  be  incised  ;  it  is  an  offshoot,  so  to 
speak,  of  the  aponeurosis  of  the  transverse  muscle,  and  passes  in 
front  of  the  quadratus  lumborum.  This  aponeurosis  is  very  thin, 
so  much  so  that  the  subperitoneal  and  perirenal  fat  may  be  seen  by 
transparency. 

The  nerves  cut  in  this  operation  are  of  no  account,  as  only  a  few 
fibres  of  the  perforating  lateral  branch  of  the  twelfth  intercostal 
nerve  are  in  the  way. 

There  is,  however,  one  accident  that  must  be  avoided  in  incising 
the  lumbar  walls,  and  that  is  opening  the  pleural  cavity,  which,  at 
the  costo-lumbar  hiatus  of  the  diaphragm,  is  only  separated  from 
the  renal  fat  by  a  very  thin  fibrous  layer,  coming  down  from  the 
concave  aspect  of  the  diaphragm  to  the  quadratus  lumborum.  For 
prudence  sake,  it  may  be  advisable  to  open  the  aponeurosis  of  the 
transverse  from  beloic  upward,  then,  introducing  the  finger  into  the 
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incision  of  the  aponeurosis,  the  fat  and  pleural  cul-de-sac  are 
pushed  upward  on  the  end  of  the  digit. 

Next  to  be  accomplished  is  to  get  through  the  perirenal  fat,  and 
this  should  be  begun  at  the  anterior  part  of  the  kidney,  as  it  will 
be  accomplished  more  quickly  by  so  doing.  When  the  organ  has 
been  laid  bare,  it  is  brought  up  into  the  incision,  but  this  must  be 
done  slowly,  so  as  not  to  exercise  too  sudden  a  traction  on  the 
pedicle. 

AVhen  the  kidney  is  brought  up1  under  the  twelfth  rib,  both  its 
sides  and  ends  must  be  carefully  explored,  as  well  as  the  pelvis  of 
the  organ,  in  order  to  detect  the  presence  of  a  calculus.  If  digital 
exploration  is  without  result,  which  is  usually  the  case,  even  for 
large  calculi,  acupuncture  should  be  resorted  to.  This  is  done  by 
means  of  a  fine  needle  introduced  methodically  into  the  parenchyma 
of  the  kidney,  centimetre  by  centimetre,  aloug  the  convex  border 
of  the  organ ;  then  in  the  sides  and  at  the  hilum,  after  the  exact 
position  of  the  renal  vessels  has  been  located.  If  the  needle  strikes 
a  stone  it  will  transmit  a  special  sensation  to  the  surgeon's  finger. 
If  neither  palpation  nor  acupuncture  reveals  the  presence  of  a 
calculus,  the  only  thing  that  remains  is  an  iucision  of  the  kidney, 
and  this  should  be  done  without  hesitation.  Incision  of  the  kid- 
ney is  perfectly  safe,  but  should  be  made  in  such  a  manner  as  to 
involve  the  least  vascularized  parts  of  the  organ.  We  may  thus 
attain  the  calices  and  the  pelvis  of  the  organ,  and  the  incision  is 
afterward  closed  by  suture  without  any  harm  being  done  to  the 
vitality  of  the  organ.  The  pelvis  of  the  organ  should  never  be 
incised,  even  if  the  calculus  is  felt  there,  because  the  incision  is 
likely  to  heal  imperfectly,  resulting  in  a  urinary  fistula. 

Before  incising  the  kidney,  which  should  be  done  on  its  convex 
border,  preventive  heraostasis  should  be  secured  by  compression  of 
the  pedicle  between  the  fingers  of  an  assistant  if  the  patient  is  thin 
and  the  opening  sufficiently  large,  or  between  the  operator's  fingers 
of  the  left  hand.  Forcipressure  can  also  be  used  by  covering  the 
blades  of  a  clamp  witli  rubber  tubing.  Believing,  however,  that 
the  majority  of  surgeons  would  prefer  applying  a  clamp  to  the 

1  If  there  is  any  difficulty  in  bringing  the  kidney  up  into  the  incision,  an  assistant  places 
his  closed  fists  under  the  ribs  and  pushes  the  kidney  up  into  the  wound.  This  is  known  as 
Guyon's  method.  (Oumston  :  "  Lumbar  Nephrectomy  in  Anuria  due  to  Uterine  Cancer." 
Boston  Medical  and  Surgical  Journal,  March  19,  189fi.) 
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pedicle,  as  in  the  writer's  experiments  on  the  cadaver  it  was  found 
that  digital  compression  was  very  tiresome  and  not  secure,  he  has 
devised  a  clamp  for  this  purpose  that  he  here  presents,  not  as  "  a 
long-felt  want,"  but  as  an  instrument  that  he  has  found  service- 
able  and  answered  the  purpose  very  well. 

Preventive  hemostasis  is  absolutely  necessary,  as  no  hemorrhage 
can  occur,  and  the  field  of  operation  is  unobstructed  by  blood. 
Compression  of  the  pedicle  with  the  clamps  does  no  harm,  and 
may  be  kept  up  without  danger  for  half  an  hour,  as  is  claimed  by 
Tuffier.  Cases  reported  by  Desnos,  Mayo  Robinson,  and  others 
are  striking  examples  of  those  uncontrollable  hemorrhages  occur- 
ring during  an  exploration  of  the  kidney,  and  which  have  necessi- 
tated immediate  nephrectomy. 

In  order  to  reach  the  pedicle  and  apply  the  clamps,  the  fingers 
should  be  passed  down  by  the  easiest  opening — that  is  to  say, 
underneath  the  lower  end  of  the  kidney.  By  following  the  con- 
cave aspect  of  the  organ,  the  fingers  will  feel  the  pulsations  of  the 
artery.  If  a  clamp  is  used  it  is  simply  introduced  along  the  fingers, 
using  them  as  a  director. 

The  kidney  being  held  in  the  incision,  it  is  incised  on  its  convex 
aspect  for  from  four  to  ten  centimetres,  and  should  be  carried 
deeply  down  in  the  parenchyma  so  as  to  open  into  the  pelvis  of 
the  organ.  The  slight  oozing  that  takes  place  is  rapidly  mastered 
by  packing  the  incision  with  gauze  for  a  few  moments.  The  finger 
is  then  passed  into  the  kidney,  and  the  presence  of  a  calculus  lodged 
in  the  parenchyma,  calices,  or  pelvis  sought  for.  If  nothing  can 
be  felt  a  very  fine  ureteral  bougie  should  be  passed  down  along  the 
ureter  to  make  sure  that  the  calculus  has  not  become  lodged  therein. 

When  the  calculus  or  calculi  have  been  found,  they  must  be 
removed.  If  the  stone  is  small  and  movable  the  finger  alone  can 
generally  remove  it  from  the  kidney.  If,  on  the  contrary,  it  is 
lodged  in  the  parenchyma  of  the  organ,  a  small  forceps  or,  better, 
a  curette,  must  be  employed  as  recommended  by  Le  Dentu,  Keith, 
and  others.  If  the  calculus,  as  sometimes  happens,  sends  off  pro- 
longations into  the  calices,  a  careful  dissection  must  be  made  with 
the  knife,  as  has  been  done  by  Tuffier,  and  the  resulting  wound 
closed  with  fine  catgut  sutures. 

Tuffier  was  the  first  to  demonstrate  experimentally  that  imme- 
diate suture  of  the  renal  parenchyma  could  be  done,  while  com- 
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pressiou  of  the  pedicle  was  still  applied,  with  the  result  that  all 
hemorrhage  was  prevented  after  the  compression  was  removed, 
and  that  an  exact  union  by  first  intention  look  place,  and  which 
did  not  allow  the  urine  to  escape  from  a  fistula  through  the  skin 
in  the  lumbar  incision.  Applied  to  man,  this  method  has  given 
remarkable  results. 

All  that  is  necessary  is  a  good  curved  needle  and  stout  catgut  of 
large  size.  The  borders  of  the  incised  kidney  are  brought  together 
and  held  in  place  between  the  fingers  while  the  sutures  are  passed 
through  deeply  in  the  parenchyma.  Each  suture  is  tied  as  soon 
as  inserted,  from  four  to  eight  being  sufficient,  according  to  the 
length  of  the  incision,  and  should  be  only  moderately  tight,  because 
it  must  be  remembered  that,  there  still  being  a  compression  of  the 
pedicle,  the  kidney  is  empty  of  blood,  and  consequently  it  is  easy 
to  approximate  the  borders  of  the  incision,  but,  when  the  pedicle 
clamp  is  removed,  the  organ  greatly  increases  in  size  by  the  return 
of  the  circulation,  and  the  sutures  will  compress  the  tissues  so  that 
the  organ  becomes  lobulated,  and  if  the  catgut  has  been  tied  too 
tightly,  it  will  cut  through  the  parenchyma,  an  event  that  must  be 
avoided. 

The  pedicle  clamp  should  only  be  removed  when  the  catgut 
sutures  have  been  tied,  and,  what  is  most  astonishing,  not  a  single 
drop  of  blood  will  be  seen  to  ooze  from  the  incision  if  the  sutures 
have  been  properly  applied. 

After  having  made  sure  that  hemostasis  is  complete,  the  kidney 
is  dropped  back  into  its  place,  and  the  perirenal  fat  is  closed  over 
it  by  a  running  suture  of  fine  catgut.  The  external  incision  is  in 
turn  closed,  according  to  the  method  that  is  employed  by  the  oper- 
ator, and,  as  each  one  differs  and  has  his  own  technique,  we  will 
not  insist  on  that  point. 


TRAILL  GREEN,  M.D.,  LL.D. 
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TRAILL  GREEN,  M.D.,  LL.D. 
A  COMPILATION.1 
By  WILLIAM  WARREN  POTTER,  M.D., 

BUFFALO. 


Dr.  Traill  Green,  au  Honorary  Fellow  of  this  Association, 
died  at  his  residence  in  Easton,  Pa.,  April  29,  1897,  aged  eighty- 
three  years.  He  was  born  at  Easton,  May  25,  1813,  and  his  early 
years  as  well  as  his  riper  manhood  and  his  declining  days  were 
spent  amid  the  beautiful  scenery  of  the  valleys  of  the  Lehigh  and 
Delaware.  He  received  his  preliminary  education  at  Easton  Union 
Academy,  a  noted  school  of  its  day,  which  was  built  in  1794,  and 
its  teachers  were  known  far  and  wide.  His  early  education  was 
continued  at  Minerva  Academy,  also  a  famous  school  located  at 
Easton. 

Having  determined  to  enter  the  profession  of  medicine,  he  regis- 
tered as  a  student  with  Dr.  Joseph  K.  Swift,  and  soon  afterward 
he  went  to  the  University  of  Pennsylvania.  He  there  took  two 
courses  of  instruction,  after  which  under  the  advice  of  his  preceptor, 
he  enrolled  himself  with  Dr.  J.  K.  Mitchell,  Professor  of  Medicine 
in  Chapman's  Institute.  After  completing  three  full  courses  in 
the  two  institutions  named,  he  received  his  doctorate  degree  in 
1835.  It  is  related  of  him  that  his  belief  was  so  fixed  as  to  the 
necessity,  even  at  that  early  day,  of  three  full  courses  of  medical 

1  The  essential  data  of  this  Memoir  were  compiled  from  an  address  by  James  W.  Moore, 
M.D.,  delivered  before  the  Lehigh  Valley  Medical  Association,  and  published  in  the  Lehigh 
Valley  Medical  Magazine,  July,  1897. 
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instruction  before  graduation,  that  he  refused  to  receive  a  student 
without  a  pledge  that  he  would  decline  to  apply  for  his  degree 
unless  so  instructed. 

After  graduation  Dr.  Green  was  appointed  physician  to  the  Fifth 
Street  Dispensary,  Philadelphia,  where  he  attended  out-door  patients 
and  held  clinics.  Having  held  office  at  the  Dispensary  for  a  year, 
where  he  accumulated  and  recorded  a  large  experience,  he  returned 
to  Easton  in  1836,  and  began  to  teach  chemistry  to  a  private  class. 
His  enthusiasm  on  this  subject  attracted  the  attention  of  the  author- 
ities of  Lafayette  College,  and  in  1837  he  was  appointed  Professor 
of  Chemistry  in  that  institution.  For  the  next  four  years  he 
devoted  himself  to  this  work  in  addition  to  the  practice  of  medi- 
cine. In  May,  1841,  he  received  and  accepted  a  call  from  Mar- 
shall College  at  Mercersburg,  Pa.,  to  teach  the  natural  sciences. 
He  now  dropped  the  practice  of  medicine,  except  as  a  consultant, 
and  devoted  his  time  mainly  to  the  teaching  of  his  favorite  sub- 
jects, though  he  occasionally  lectured  to  the  students  on  physiology 
and  hygiene. 

While  at  Mercersburg,  in  1844,  he  married  Miss  Harriet  Moore, 
of  Morristown,  N.  J.,  who  had  been  a  pupil  in  one  of  his  classes 
in  botany.  He  returned  to  Easton  in  1848,  aud  was  reappointed 
the  following  year  to  the  chair  of  chemistry  in  Lafayette  College. 
Here  he  resumed  the  practice  of  medicine,  delivered  a  course  of 
lectures  in  chemistry  annually,  and  also  instructed  classes  in  botany 
and  the  natural  sciences.  He  was  prominent  in  the  organization  of 
the  Medical  Society  of  Northampton  County,  joining  a  call  for  its 
foundation  in  1849,  and  was  elected  its  first  president. 

He  was  one  of  the  promoters  and  first  members  of  the  American 
Association  for  the  Advancement  of  Science,  which  was  organized 
in  1851.  Dr.  Green's  reputation  as  a  lover  and  teacher  of  natural 
sciences  soon  became  widespread,  and  various  scientific  societies 
invited  him  to  address  them,  and  honored  him  by  electing  him  to 
honorary  membership. 

Among  these  societies  were  the  Philomathean,  of  the  Lavvrence- 
ville  High  School ;  the  Calliopean,  of  the  same  school ;  the  Nat- 
ural History  Society  of  Lafayette  College ;  the  Natural  History 
Society  of  Rutgers  College,  December  18,  1883 ;  the  Buffalo 
Society  of  Natural  Science,  1864;  the  Troy  Scientific  Society, 
September  18,  1871;  the  Lancaster  Linnsean  Society,  January  30, 
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1864;  the  Scientific  Society  of  the  University  of  Pennsylvania, 
December  18, 1883,  and  doubtless  others  which  are  now  unknown. 

In  1866  Washington  and  Jefferson  College  conferred  upon  him 
the  degree  of  LL.D.  He  built  the  astronomical  observatory  and 
presented  it  to  Lafayette  College,  and  he  also  organized  the  Pardee 
Scientific  Department  at  Lafayette. 

Early  in  his  career  Dr.  Green  became  convinced  that  too  many 
young  men  were  entering  the  medical  profession  without  adequate 
preliminary  training.  He,  therefore,  became  instrumental,  in  1876 
in  organizing  the  American  Academy  of  Medicine,  and  was  its  first 
President.  It  is  well  known  that  membership  in  this  organization 
can  only  be  obtained  by  those  who  possess  an  academic  degree. 
The  influence  of  the  Academy  has  been  material  in  enlarging  the 
methods  of  teaching  in  medical  colleges,  and  in  otherwise  improv- 
ing their  curricula.  During  the  civil  war  he  was  a  member  of  the 
medical  examining  board  that  passed  upon  the  qualifications  of 
medical  officers  serving  with  Pennsylvania  troops.  He  was  a 
staunch  supporter  of  the  Government  during  the  years  of  the  great 
struggle  to  maintain  its  integrity. 

From  the  foregoing  compilation  of  data  embracing  the  promi- 
nent epochs  in  Dr.  Green's  life,  it  will  be  observed  that  he  was  a 
man  far  above  the  ordinary,  and  that  from  an  early  period  in  his 
career  he  took  a  high  position  in  the  community  in  which  he  lived, 
rising  to  conspicuous  eminence  and  maintaining  a  well-earned  fame 
down  to  his  last  days.  In  his  professional  practice  he  was  thor- 
ough, conscientious,  generous,  and  scientific.  He  was  an  interest- 
ing and  forceful  teacher,  maintaining  always  the  affection  and 
esteem  of  his  classes,  who  looked  up  to  him  as  a  master  and  friend. 
His  heart  was  in  Lafayette  College,  and  he  devoted  the  best  years 
of  his  life  to  its  development.  His  death  at  the  close  of  a  well- 
spent  life  was  like  the  lying  down  to  pleasant  slumbers  after  the 
toil  of  a  long  summer's  day. 

For  the  purpose  of  preserving  a  chronological  record  of  Dr. 
Green's  life  work,  we  append  the  following  data  : 

1835.  Doctor  of  Medicine,  University  of  Pennsylvania. 

1841.  Master  of  Arts,  Rutgers  College,  N.  J. 

1866.  Doctor  of  Laws,  Washington  and  Jefferson  College,  Penna. 

1835.  March  26,  Philadelphia  Medical  Institute. 

1835-36.  Philadelphia  Dispensary,  Northwestern  District. 
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1836.  Associate  Member  of  the  Philadelphia  Medical  Society. 
1849.  July,  Northampton  County  Medical  Society,  Founder  and  First 
President. 

1853.  Member  of  the  American  Medical  Association. 
1861-62.  Pennsylvania  State  Medical  Board  for  Examination  of  Surgeons 
for  the  Army. 

1867.  State  Commissioner  to  Select  Site  and  Build  a  New  Insane  Hos- 
pital. 

1867.  President  of  Medical  Society  of  the  State  of  Pennsylvania. 
1868-92.  Trustee  of  Insane  Hospital  at  Harrisburg. 

1873.  Consulting  Physician  and  Surgeon,  St.  Luke's  Hospital,  South 
Bethlehem,  Pa. 

1874,  January  5.  Member  of  the  Obstetrical  Society  of  Philadelphia. 
1876,  April  5.  Associate  Fellow  of  the  College  of  Physicians  of  Phila- 
delphia. 

1876.  American  Academy  of  Medicine ;  one  of  the  Founders  and  First 
President. 

1880.  Orator  before  the  Alumni  Association  of  the  University  of  Penn- 
sylvania. 

1882.  President  of  Lehigh  Valley  Medical  Association. 

1887,  September.  President  of  the  Section  of  Therapeutics  and  Materia 
Medica,  Ninth  International  Medical  Congress,  Washington.  D.  C. 

1890,  September  1.  Honorary  Fellow  of  the  American  Association  of  Ob- 
stetricians and  Gynecologists. 

Life  Member  of  the  Society  of  the  Alumni  of  the  Medical  Department  of 
University  of  Pennsylvania. 

1892.  President  of  the  Society  of  the  Alumni  of  the  Medical  Department 
of  University  of  Pennsylvania. 

Consulting  Physician  of  the  Easton  Hospital. 

Member  of  tha  Board  of  Examining  Surgeons  for  Pensions. 
.  Censor  Medico-Chirurgical  College. 

Philadelphia  Polyclinic  and  College  for  Graduates  of  Medicine. 

1837-41.  Professor  of  Chemistry,  Lafayette  College,  Easton,  Pa. 
1841-48.  Professor  of  Natural  Science,  Marshall  College.  Mercersburg, 
Pa. 

1841-65.  Professor  of  Chemistry,  Lafayette  College,  Easton,  Pa. 

1 865.  Professor  of  Natural  Science,  Lafayette  College,  Easton,  Pa. 

1865-74.  Adamson  Professor  of  General  and  Applied  Chemistry,  Lafay- 
ette College,  Easton,  Pa. 

1869-75.  Member  of  the  Building  Committee,  Lafayette  College,  Easton, 
Pa.,  and  Chairman,  1871-75. 

1869-97.  Dean  of  the  Pardee  Scientific  Department,  Lafayette  College, 
Easton,  Pa. 

1874-  91.  Professor  of  General  Chemistry,  Lafayette  College,  Easton,  Pa. 

1875-  77.  Professor  of  Medical  Jurisprudence,  Lafayette  College,  Eas- 
ton, Pa. 
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1882-97.  Trustee,  Lafayette  College,  Easton,  Pa. 

1891-97.  Emeritus  Professor  of  Chemistry,  Lafayette  College,  Easton, 
Pa. 

1890-91.  Acting  President,  Lafayette  College,  Easton,  Pa. 
1890-91.  Member  of  the  Prudential  Committee,  Lafayette  College,  Eas- 
ton, Pa. 

1851, 1874.  Member  and  Fellow  of  the  American  Association  for  the  Ad- 
vancement of  Science. 

1857.  Member  of  Natural  History  Society  of  Eutgers  College,  N.  J. 

1864.  Linnseau  Society,  Lancaster,  Pa. 

1864.  Society  of  Natural  Science,  Buffalo,  N.  Y. 

1868.  American  Philosophical  Society. 

1871.  Scientific  Society,  Troy,  N.  Y. 

1873.  Engineering  Society,  Lehigh  University. 

1876.  American  Chemical  Society  ;  at  organization. 

1883.  Scientific  Society  of  the  University  of  Pennsylvania. 

Board  of  Control  of  Easton  School  District. 
President  of  Easton  Cemetery  Co. 
Director  Easton  Gas  Co. 

President  of  Northampton  County  Bible  Society. 
President  of  Northampton  County  Temperance  Society. 
Member  of  Law  and  Order  Society,  Easton.  Pa. 
Presidential  Elector,  1892. 

Addresses,  Contributions,  etc. 

''Geology  and  Eelated  Sciences;"  "The  Beauty  and  Perfection  of 
Nature  ;"  "  Accuracy  of  Thought  in  Study  as  a  Means  of  Success  in  Profes- 
sional Life  ;"  "  The  Professional  Call  for  a  Better  Preliminary  Education 
of  its  Members ;"  "  Dangers  from  Cemeteries  ;"  "Cemeteries  in  Eural  Dis- 
tricts ;"  "  Opportunities  for  Self-culture  in  all  Classes;"  "Practical  Influ- 
ence of  Intellectual  Pursuits ;"  "  Some  of  the  Mental,  Moral,  and  Physical 
Causes  which  Further  the  Acquisition  of  Knowledge;"  "  Palatable  Thera- 
peutics;" "Medicine  and  Something  More;"  "Cases  of  Cancer,"  for  Dr. 
S.  D.  Gross's  Eeport  on  Malignant  Diseases  {Trans,  of  American  Medical 
Association);  "  Cases  of  Spotted  Fever"  (Ibid.);  "Complete  Dislocation  of 
Metatarsal  Bones  of  the  Foot "  (Gross's  Surgery,  1859) ;  "  Cases  Showing 
the  Influence  of  Marriages  of  Consanguinity"  (Trans.  Pennsylvania  Slate 
Medical  Society) ;  Address  before  the  Medical  Society  of  the  State  of  Penn- 
sylvania, 1868;  "Life  and  Character  of  Michael  Faraday;"  "Duties  of 
Physicians  to  Each  Other;"  "Abscesses"  (Philadelphia  Medical  Times, 
1876);  "Have  Organic  Nervous  Disease  their  Origin  in  American  Life?" 
(Medical  Times,  1877) ;  "  Zoological  and  Floral  Distributions  of  the  United 
States,"  1861 ;  "Plea  for  Better  Preliminary  Education  Prior  to  the  Study 
of  Medicine ;"  (Trans.  American  Academy  of  Medicine) ;  Address  on  Hygiene, 
State  Medical  Society,  1888 ;  "  Chemistry  of  Cooking,"  1890  ;  "  Eeport  of 
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Inquiry  Concerning  Living  Creatures  Feeding  on  Human  Remains  in  the 
Grave,"  1890 ;  "  Report  on  Burying  Grounds  and  Cemeteries  as  Related  to 
the  Springs  and  Streams  of  Northampton  County  ;"  "  A  Plea  for  Chem- 
istry," State  Medical  Society ;  "  Words  of  Encouragement  to  the  Medical 
Profession,"  Alumni  Association,  University  of  Pennsylvania,  1880;  "Some 
Cases  of  Abortion,"  Medical  Society  of  Northampton  County ;  "  Cancer 
and  its  Surgical  Treatment,"  Ibid.;  "  Some  Urinary  Troubles  in  Advanced 
Life,"  Ibid.;  "  Treatment  of  Cholera,"  Ibid. ;  "  The  Present  Status  of  thec 
Surgical  Treatment  of  Cancer  of  the  Mammary  Glands."  Lehigh  Valley 
Medical  Magazine. 


FLETCHER  D.  MOONEY,  M.D. 


FLETCHER  D.  MOONEY,  M.D. 
By  WALTER  BLACKBURN  DORSETT,  M.D., 

ST.  LOUIS. 


Dr.  Fletcher  D.  Mooney,  an  Ordinary  Fellow  of  this  Asso- 
ciation, was  born  at  Linden,  Christiana  County,  Missouri,  Novem- 
ber 30,  1856.  Starting  in  life  as  a  poor  boy,  but  with  an  ambition 
to  forge  to  the  front,  he  was  enabled  to  overcome  obstacles  which, 
to  ordinary  individuals,  would  have  been  insurmountable.  His 
early  education  was  gained  in  the  common  schools  of  the  county, 
preparatory  to  entering  Drury  College,  at  which  place  he  soon 
mastered  its  curriculum.  He  entered  the  Missouri  Medical  Col- 
lege in  1878,  and  graduated  in  the  class  of  1880,  capturing  the 
first  prizes  offered  by  the  several  chairs. 

Being  without  money,  he  accepted  the  position  of  assistant  physi- 
cian at  the  St.  Louis  Insane  Asylum,  which  position  he  filled  with 
credit  for  three  years  and  a  half.  Being  recognized  by  the  Faculty 
of  the  Missouri  Medical  College  as  a  young  man  of  rare  ability, 
he  was  offered  the  demonstratorship  of  anatomy  and  assistant  to 
the  chair  of  Clinical  Gynecology  in  that  school ;  also  gynecologist 
to  St.  John's  Hospital.  The  latter  position  he  held  until  about  a 
year  ago,  when  he  was  elected  by  the  Faculty  of  the  Beaumont 
Hospital  Medical  College  to  the  chair  of  Abdominal  Surgery  and 
Clinical  Gynecology.  He  became  a  member  of  the  American 
Association  of  Obstetricians  and  Gynecologists  in  September,  1896. 

Dr.  Mooney  was  of  a  retiring  disposition,  but  singularly  friendly 
to  those  who  knew  him  well.  He  was  a  strict  upholder  of  the 
code  of  medical  ethics,  and  hated  quackery  in  all  its  forms. 

He  filled  the  office  of  Secretary  of  the  St.  Louis  Medical  Society 
for  three  terms ;  was  for  one  year  its  president,  and  for  two  or 
more  years  the  chairman  of  the  committee  on  ethics.  While  hold- 
ing these  positions  he  waged  war  on  all  who,  by  word  or  deed,  were 
guilty  of  unprofessional  conduct.    His  fearless  acts  in  this  direc- 
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tion  endeared  him  to  all  who  have  a  proper  regard  for  true  medical 
ethics.  For  his  generosity  to  the  poor  he  was  noted,  although  he 
studiously  avoided  notoriety  in  this  direction.  Aside  from  donating 
his  valuable  services,  he  did  not  hesitate,  when  the  occasion  pre- 
sented itself,  to  contribute  from  his  own  resources  such  comforts 
and  necessaries  of  life  unattainable  by  poor  people.  He  often,  in 
health,  expressed  the  desire  that,  when  the  swift-winged  messenger 
should  call  him  "  from  labor  to  refreshments"  he  would  be  found 
in  the  habilaments  of  warfare  against  disease.  This  wish  of  his 
was  granted,  for  he  died  in  the  zenith  of  his  glory.  After  all,  is 
it  not  a  blessed  fate  that  meets  us  half-way  ? 


J.  GKEIG  SMITH,  M.B.,  F.R.S.E. 


JAMES  GREIG  SMITH,  M.A.,  M.B.,  CM.  Abepj>.,F.R.S.E. 


SUPPLIED  AND  EDITED 

By  LEWIS  S.  McMURTBY,  M.D., 

LOUISVILLE,  KY. 


At  the  funeral  service  of  Jaines  Greig  Smith,  on  June  1,  1897, 
in  the  church  at  Redlaud  Greeu,  the  presence  of  a  large  number 
of  mourners,  including  doctors,  students,  nurses,  and  personal 
friends,  gave  eloquent  testimony  to  the  widespread  feeling  of  re- 
gret that,  at  the  early  age  of  forty-three,  his  lifework  should  have 
come  almost  suddenly  to  an  end.  His  death  had  been  the  one 
topic  of  conversation  among  all  ranks  in  and  around  the  city,  for 
he  had  made  himself  a  reputation  which  had  placed  him  in  the 
front  rank  of  his  profession,  and  his  work  had  brought  him  into 
contact  with  a  very  large  circle  of  friends  and  patients.  The 
illness  which  led  to  the  fatal  end  was  so  short  that  the  news  of 
his  death  was  a  terrible  shock  to  many  who  had  not  heard  even 
that  he  was  ill,  and  this,  added  to  the  sense  of  loss  which  it  was 
felt  that  the  neighborhood  had  sustained,  intensified  the  grief 
which  was  manifested  on  all  sides. 

Although  apparently  possessed  of  much  physical  vigor,  Greig 
Smith  was  by  no  means  a  man  of  strong  bodily  health.  He  suf- 
fered frequently  from  various  developments  of  the  rheumatic  dia- 
thesis, having  had  acute  articular  rheumatism  badly  at  least  twice. 
Three  years  ago  he  had  an  attack  of  pneumonia,  which  impaired 
his  strength  for  some  weeks,  and,  perhaps,  to  a  slight  degree, 
permanently.  On  the  morning  of  Monday,  May  24th,  he  felt 
some  pain  in  the  left  side  of  the  chest,  but  attached  no  importance 
to  it,  thinking  it  rheumatism  of  the  intercostal  muscles.  During 
the  day  he  went  to  a  consultation  in  the  neighborhood  of  Swin- 
don, having  for  part  of  the  journey  to  drive  in  an  open  carriage. 
In  the  evening,  after  his  return  to  Clifton,  he  formed  one  of  a 
dinner-party  of  congenial  friends,  to  one  of  whom  he  remarked 
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that  he  thought  he  had  mischief  in  his  left  lung.  After  dinner 
he  seemed  bright,  but  left  early.  In  the  course  of  the  night  he 
vomited,  and  had  a  rigor  aud  a  temperature  of  103°.  Early  in 
the  morning  he  was  seen  by  Dr.  James  Swain,  who  heard  pleuritic 
rubbing  in  the  left  infra-axillary  area.  Some  few  hours  later, 
when  Dr.  Shaw  and  Dr.  Swain  saw  him  together,  there  was  dis- 
tinct impairment  of  resonance  over  the  lower  lobe  of  the  left  lung 
from  the  posterior  border  to  the  posterior  axillary  line.  The 
pulse  was  extremely  small  and  rapid,  the  dyspnea  great,  and  the 
frequent  cough  brought  away  clear  sputum  brightly  tinged  with 
blood.  On  Tuesday  night  he  had  very  little  sleep,  but  on  Wed- 
nesday morning  he  seemed  rather  better,  and  did  not  seem  to  lose 
ground  through  the  day.  In  the  early  part  of  Thursday  he  was 
doing  fairly  well,  but  about  noon  he  became  somewhat  suddenly 
worse,  complaining  of  pain  in  the  head,  and  he  was  extremely 
restless.  At  3  p.m.  the  signs  of  lung  consolidation  were  found  to 
have  increased  considerably.  During  the  next  few  hours  he  be- 
came dimmed  in  consciousness,  and  in  the  course  of  the  evening 
Cheyne-Stokes  breathing  was  gradually  developed.  At  11  p.m.  he 
was  barely  conscious.  Through  the  night  he  became  steadily  worse, 
and  he  died  at  ten  minutes  past  eight  on  the  morning  of  Friday, 
the  28th. 

Now  that  his  place  is  vacant  we  are  left  to  ponder  over  his  life's 
work,  and  try  to  learn  the  lessons  which  may  be  derived  from  his 
short  but  eminently  useful  career.  That  it  has  been  exceptionally 
useful  all  will  gladly  admit,  for  he  was  a  pioneer  in  many  things, 
and  those  who  were  much  associated  with  him  have  profited  greatly 
by  his  example  and  have  been  roused  by  his  enthusiasm  to  a  higher 
level  of  professional  work.  It  may  be  truly  said  of  him  that  he 
left  the  world  a  little  better  than  he  found  it. 

James  Greig  Smith,  the  son  of  Mr.  Duncan  Greig  Smith,  was 
born  at  Nigg,  a  village  a  few  milts  from  Aberdeen,  on  June  21, 
1854.  He  received  his  early  education  at  the  Aberdeen  Grammar 
School,  a  foundation  of  greater  antiquity  than  the  celebrated  Uni- 
versity of  that  city.  Placed,  on  his  entry  in  1865,  in  the  lowest 
or  first  class  by  the  then  rector,  Mr.  William  Barrick,  he  passed 
up  the  classes  year  by  year  until  he  reached  the  fifth  or  highest 
in  1869.  The  numbers  of  the  school  at  the  time  of  Mr.  Bar- 
rick's  rectorship  show  in  what  reputation  it  was  held  as  an  educa- 
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tional  centre,  for  in  1865  there  were  328  boys  there.  There  are, 
unfortunately,  no  records  in  existence  of  the  prizes  or  distinctions 
gained  by  the  boys ;  but  in  1869,  on  leaving  school,  Greig  Smith's 
name  appears  sixth  in  a  list  which  includes  forty  names  placed  in 
order  of  merit. 

Leaving  school,  Greig  Smith  entered  the  University  as  an  Arts 
student  in  the  winter  session  of  1869-1870,  gaining  by  open  com- 
petition a  bursary  of  £14  a  year.  During  the  time  he  studied  the 
Arts  he  gained  prizes  in  English,  logic,  and  natural  history,  and 
in  March,  1873,  he  graduated  M.A.,  taking  honors  in  natural 
science.  In  his  medical  studies  his  career  was  again  marked  with 
distinction,  for  he  took  the  second  prize  in  botany  and  the  first  in 
surgery,  practice  of  medicine  and  medical  jurisprudence,  and  finally 
graduated  M.B.,  CM.,  "  with  honorable  distinction,"  in  1876. 
While  a  student  he  was  clinical  clerk  to  the  then  professor  of  sur- 
gery, Professor  Pirrie,  at  the  Aberdeen  Royal  Infirmary,  and 
University  Assistant  to  him,  1874-1875.  A  year  later  saw  him 
House  Surgeon  at  that  institution. 

With  taking  his  degree  his  association  with  his  University  did 
not  cease,  for  in  October,  1881,  he  was  appointed  external  or 
extra-professonial  examiner  in  surgery  and  midwfery;  but  in 
April,  1883,  on  the  ground  of  "  the  work  being  heavier  than  he 
expected,  and  occupying  more  time  than  he  could  spare,"  he  re- 
quested the  University  Court  to  accept  his  resignation — a  some- 
what unusual  course,  but  one  to  which  the  court  gave  its  assent. 
It  need  hardly  be  said  that  his  services  were  much  appreciated  ; 
but  we  have  it  on  the  authority  of  one  who  knew  him  well  that 
"  his  dignity  as  an  examiner  was  sometimes  imperilled  by  his 
sense  of  humor." 

Always  pleased  to  honor  its  fellow-countrymen,  the  Royal 
Society  of  Edinburgh,  on  March  5,  1883,  elected  him  a  Eellow, 
when  his  name  was  proposed  by  Professor  Stirling,  Dr.  Ogilvie 
Will,  Professor  Lister,  and  Dr.  Henry  Marshall.  In  the  same 
year  he  married  Miss  Adela  Ashby,  who,  with  their  only  child, 
a  daughter,  survives  him. 

After  his  short  experience  as  resident  at  Aberdeen,  Greig  Smith 
was  appointed,  in  June,  1876,  Assistant  House  Surgeon  to  the 
Bristol  Royal  Infirmary,  the  patients  of  which  had  been  moved 
in  the  previous  September  to  premises  in  Colston  Street,  which 
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were  used  as  a  temporary  hospital  till  October,  1876,  while  the 
Iufirmary  was  undergoing  sanitary  renovation. 

The  Infirmary  issued  in  1879  its  first  and  only  volume  of  Re- 
ports. Of  this,  Greig  Smith,  who,  after  filling  the  posts  of  House 
Surgeon  and  Medical  Superintendent,  had  then  become  Junior 
Surgeon  to  the  institution,  was  the  Surgical  Editor.  He  contrib- 
uted to  it  an  elaborate  paper  on  "  The  Pathology  and  Treatment 
of  Chronic  Osteo-arthritis,"  in  which  he  dealt  specially  with  the 
natural  history  of  the  pathological  processes  which  lead  up  to  the 
disease.  This  article,  which  was  embellished  with  ten  plates  lith- 
ographed from  his  own  drawings,  is  marked  by  that  care  of  obser- 
vation and  literary  finish  which  were  prominent  features  in  all  his 
afterwork.  It  is  also  an  excellent  example  of  the  endeavor 
which  he  made  throughout  the  whole  of  his  surgical  career  to  con- 
stitute his  practice  a  legitimate  deduction  from  pathology.  The 
volume  contained  some  other  noteworthy  contributions  from  him, 
including  an  exhaustive  surgical  report,  which,  unfinished  by 
Mr.  R.  W.  Tibbits  at  the  time  of  his  death,  was  completed  by 
Greig  Smith  with  that  analytical  ability  for  which  he  was  so 
greatly  distinguished.  In  the  three  years  after  the  reoccupation 
of  the  Infirmary — i.  e.,  up  to  the  time  of  the  issue  of  the  Reports 
there  were  no  deaths  from  pyemia  or  erysipelas,  although  those 
diseases  had  claimed  forty-three  deaths  in  the  two  years  and  eight 
and  a  half  months  prior  to  the  closing  of  the  institution.  Not- 
withstanding this  immunity — which  was  not  considered  to  be  en- 
tirely due  to  the  antiseptic  method  of  Lister,  then  in  vogue — the 
general  death-rate  was  higher,  and  Mr.  Greig  Smith  in  this  report 
dealt  in  a  masterly  way  with  the  facts,  which  show  that  a  high 
hospital-mortality  is  no  evidence  in  itself  of  defective  sanitation. 

Greig  Smith,  soon  after  his  coming  to  Bristol,  was  an  active 
member  of  the  Society  under  whose  auspices  this  Journal  is  issued. 
In  1878  the  British  Medico-Chirurgical  Society  published  a  first 
volume  of  Transactions,  including  within  the  range  of  its  record 
much  of  the  work  done  from  1874  to  1878.  The  volume  con- 
tains two  contributions  from  Greig  Smith.  The  first  was  a 
communication  which  he  made  to  the  Society  in  October,  1877, 
on  the  evening  of  his  election,  dealing  with  two  cases  of  acute 
miliary  tuberculosis.  This  was  illustrated  with  microscopic  speci- 
mens and  drawings  from  his  facile  pencil,  and  with  some  detail  he 
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traced  anatomically  the  course  of  infection  in  these  cases.  This 
paper  and  also  one  on  "  Hemorrhage  into  the  Pons  and  Me- 
dulla" are  both  illustrated  in  the  volume  of  Transactions,  which 
also  contains  a  contribution  which  he  made,  in  November,  1877, 
to  a  debate  on  "  The  Treatment  of  High  Temperature  of  the 
Body,"  in  which  he  gave  an  account  of  the  results  of  treatment 
by  cold  baths  and  quinine  in  thirty-two  cases  in  which  each  had 
been  employed. 

From  this  time  onward  Greig  Smith  was  a  frequent  contributor 
to  the  work  of  the  Society.  In  April,  1879,  he  read  in  outline 
the  paper  "  On  Osteo-arthritis,"  which  was  printed  in  full  in  the 
Infirmary  Reports.  In  September  of  the  same  year  he  showed  a 
patient  on  whom  he  had  successfully  performed  his  operation  for 
extroversion  of  the  bladder  and  epispadias.  In  January,  1881, 
he  read  an  important  communication  "  On  the  Histology  of 
Fracture  and  the  Formation  of  Callus."  This,  which,  somewhat 
amplified,  was  published  in  the  Journal  of  Anatomy  and  Physi- 
ology, he  was  always  accustomed  to  look  back  upon  as  the  best 
work  he  ever  did.  It  was  an  admirably-written  paper,  marked 
by  careful  and  laborious  work  clone  in  the  laboratory  by  himself, 
rather  than  showing  an  extensive  knowledge  of  the  work  done  by 
others  in  the  same  department;  but  it  illustrates  in  this  respect 
his  well-known  characteristic  of  self-reliance.  He  paid  very  little 
attention  to  the  opinions  of  others,  unless  they  were  confirmed  by 
his  own  observations.  He  relied  upon  his  own  work,  and  was 
guided  entirely  by  his  own  experiment  and  research.  In  the  fol- 
lowing March  he  gave  particulars  of  two  cases  in  which  he  had 
done  Bigelow's  recently-introduced  operation  of  litholapaxy. 
Taking  as  a  foundation  the  case  of  a  patient  with  multiple  sarco- 
mata, he  brought  forward,  in  November  of  the  same  year,  the 
result  of  his  careful  and  original  investigations  on  the  pathology 
of  these  tumors.  In  February,  1882,  he  reported  a  gastrostomy 
which  he  had  done  in  a  case  of  epithelioma  of  the  esophagus. 

In  July,  1883,  the  first  number  of  The  Bristol  Medico- Chirur- 
gical  Journal  was  issued.  Greig  Smith  put  into  the  new  venture 
all  his  professional  and  literary  influence,  and  for  it  he  worked 
hard  ;  and  although  he  felt  bound  to  relinquish  the  editorship  in 
1892,  he  never  ceased  to  take  a  cordial  interest  in  its  welfare,  and 
from  time  to  time  still  wrote  for  it,  and  in  this  number  containing 
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his  obituary  notice  we  have  the  melancholy  privilege  of  chronicling 
as  a  book  review  some  work  of  his  which  must  have  been  among 
the  latest  of  his  literary  doings.  During  the  whole  period  of  its 
existence  it  was  a  satisfaction  to  him  to  see  the  bantling,  for  the 
birth  of  which  he  was  largely  responsible,  growing  in  influence 
year  by  year,  and  flourishing  with  a  professional  and  financial 
success  which  has  been  vouchsafed  to  few  journals  of  its  kind. 

During  the  time  Greig  Smith  was  editing  the  Journal  he  was 
very  busy  in  the  work  of  the  Society,  recording  cases  of  operation 
— mostly  in  abdominal  surgery — showing  many  specimens,  and 
joining  in  his  own  luminous  way  in  the  discussions.  In  March, 
1888,  he  described  a  case  of  cholecystotomy  in  which  a  stone  the 
size  of  a  walnut  had  been  removed. 

In  1888  Mr.  Greig  Smith  was  made  an  Honorary  Fellow  of 
the  American  Association  of  Obstetricians  and  Gynecologists, 
and  from  1890  to  1892  he  was  a  Vice-President  of  the  British 
Gynecological  Society. 

Greig  Smith  has  been  taken  from  us  with  such  startling  rapidity 
that  it  is  difficult  to  realize  that  for  us  there  is  an  end  of  that 
marvellous  activity,  that  fertility  of  resource,  that  originality  of 
matter  and  manner  which  ever  characterized  him,  and  far  outside 
the  membership  of  the  Bristol  Medico-Chirurgical  Society  will 
often  come  the  sigh  "  for  the  touch  of  a  vanished  hand  and  the 
sound  of  a  voice  that  is  still,"  and  we  would  fain  believe  of  him 
that 

"  Somewhere,  out  of  human  view, 
Whate'er  [his]  hands  are  set  to  do 
Is  wrought  with  tumult  of  acclaim." 

In  1894  Greig  Smith  was  chosen  to  deliver  the  address  in  Sur- 
gery at  the  meeting  of  the  British  Medical  Association  held  in 
Bristol,  and  those  who  were  present  were  charmed  by  the  sim- 
plicity and  beauty  of  the  language,  as  well  as  by  the  powerful 
arguments  by  which  he  advocated  an  increased  attention  to  the  art 
of  the  surgeon.  This  was  always  one  of  his  favorite  topics,  and  he 
was  himself  a  forcible  example  of  the  advantage  to  an  operator  of 
cultivating  the  art  as  well  as  the  science  of  surgery  ;  for  to  him 
was  ever  present  the  paramount  importance  of  the  combination 
of  hand  with  head,  by  which  alone  can  be  obtained  the  necessary 
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qualification  for  the  best  surgical  work,  and  though  with  him  the 
brain-work  in  devising  took  the  lead  of  the  details  in  execution,  yet 
care  in  manual  and  digital  practice  was  always  conspicuous  as  an 
essential  element  of  his  success. 

Greig  Smith  was  very  rapid  in  diagnosis,  especially  in  abdominal 
cases,  and  sometimes  startled  both  patient  and  medical  attendant 
by  the  readiness  with  which  he  gave  his  opinion  on  an  abdominal 
case  to  which  he  had  been  called  in  consultation.  He  very  seldom 
made  a  vaginal  examination,  either  in  cases  of  ovarian  cyst  or  of 
large  uterine  fibroids,  and  was  accustomed  to  say  that  if  the  case 
could  not  be  diagnosticated  by  abdominal  palpation  it  could  not 
be  diagnosticated  at  all. 

In  the  operation-room  his  nervous  energy  found  its  fullest  scope. 
In  the  performance  of  a  critical  operation  he  seemed  sometimes  to 
quiver  with  excitement.  He  was  accustomed  to  talk  almost  in- 
cessantly while  operating,  more  to  himself  than  to  others,  and 
seemed  by  this  means  to  find  some  vent  for  his  feelings.  He 
attributed  great  importance  to  a  good  assistant,  and  during  the 
performance  of  an  operation  he  would  strongly  disapprove  of  any 
departure  from  the  instructions  he  had  laid  down,  and  woe  betide 
anyone  who,  by  talking  on  some  other  subject  or  by  opening  the 
door  during  the  operation,  attracted  his  displeasure.  In  the  case 
of  any  emergency  arising  in  the  operation-room,  such  as  asphyxia 
during  anesthesia,  his  fullest  energy  was  at  once  called  forth. 
He  would  brush  aside  all  assistants  and  invert  the  patient  by  his 
own  strong  arms,  or  he  would  seize  the  upper  extremities  and 
carry  on  artificial  respiration  until  the  crisis  was  over. 

Greig  Smith  was  early  attracted  to  the  subject  of  abdominal 
surgery,  and  from  the  outset  of  his  career  made  it  his  especial 
study.  He  was  a  great  admirer  of  Thomas  Keith,  whom  he  had 
seen  operate  on  several  occasions,  and  he  took  early  opportunity 
to  visit  the  operation-rooms  of  other  famous  ovariotomists,  such 
as  Lawson  Tait  and  Knowsley  Thornton,  from  whom  he  received 
much  kindness,  and  of  whom  he  was  accustomed  to  speak  with 
great  admiration.  He  always  performed  his  ovariotomies  and 
other  abdomiual  operations  in  the  general  operating  theatre,  and 
never  made  any  restrictions  in  the  number  of  students  or  medical 
men  present,  but  only  made  the  request  that  they  should  not  enter 
or  depart  during  the  actual  performance  of  the  operation.  Greig 
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Smith  had  probably  performed  some  300  ovariotomies,  but  he 
never  published  any  exact  statistics,  although  his  rate  of  mortality 
was  certainly  very  low,  and  his  eminence  in  this  department  of 
work  was  justly  recognized  when  he  was  asked  to  write  the  article 
on  Ovariotomy  in  Allbutt  and  Playfair's  recently  published  System 
of  Gynecology.  He  was  very  successful  in  the  operation  of  com- 
plete hysterectomy  for  fibroids,  which  he  performed  with  great 
quickness  and  dexterity,  and  which  in  his  hands  proved  a  very 
safe  procedure.  Vaginal  hysterectomy  for  malignant  disease  was 
also  with  him  a  very  successful  operation,  and  he  hardly  ever  lost 
a  patient  after  it.  The  operation  for  ruptured  perineum  was  one 
in  which  he  took  great  interest  ;  he  very  early  had  the  opportunity 
of  seeing  Lawson  Tait  perform  his  operation  for  this  condition, 
and  adopted  it  at  once,  although  he  afterward  made  some  slight 
modifications  of  his  own.  Of  late  years  intestinal  surgery  occu- 
pied more  of  his  attention  than  any  other  branch,  and  he  was  un- 
ceasing in  his  efforts  to  effect  improvement  in  this  somewhat  unsat- 
isfactory department.  He  took  part  in  the  discussion  on  "  The 
Treatment  of  Intestinal  Obstruction  "  at  the  annual  meeting  of 
the  British  Medical  Association,  held  in  Birmingham  in  1890, 
and  there  advocated  a  method  of  treatment  by  intestinal  incision 
and  drainage  which  he  constantly  adopted  in  his  own  practice;  he 
was  accustomed  to  point  out  that  many  an  acute  case  of  intestinal 
obstruction,  which  will  not  admit  of  any  extensive  operation  for 
its  relief,  may  be  tided  over  the  critical  period  by  the  temporary 
relief  thus  afforded,  and  he  never  ceased  to  advocate  this  method 
of  dealing  with  severe  cases  of  this  affection  in  preference  to  more 
prolonged  and  serious  operations  which  the  patient  could  not  bear. 
In  the  operative  treatment  of  cases  of  malignant  disease  of  the 
intestine  he  early  decided  on  a  method  which  he  found  to  be  very 
successful  ;  he  performed  the  operation  in  two  stages,  first  bring- 
ing the  portion  of  gut  involved  in  the  growth  outside  the  abdo- 
men and  fixing  it  there;  afterward,  when  adhesions  had  formed, 
removing  the  diseased  bowel,  and  leaving  an  artificial  anus  to  be 
dealt  with  at  a  later  date. 

The  work  by  which  the  name  of  Greig  Smith  will  be  best  per- 
petuated is,  of  course,  his  book  on  Abdominal  Surgery,  which  was 
his  magnum  opus,  and  the  bringing  out  of  which  was  to  him  a 
veritable  labor  of  love.    This  is  neither  the  time  nor  the  place  to 
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review  this  work;  suffice  it  to  say  that  it  has  already  run  through 
five  editions,  and  he  was  engaged  on  a  sixth  edition  at  the  time 
of  his  death.  The  book  filled  a  void  much  felt  at  the  time  of  its 
first  publication,  and  was  welcomed  in  the  warmest  terms  not  only 
in  this  country  and  America,  but  also  on  the  Continent.  The 
fame  of  the  book  consequently  brought  him  friendly  communica- 
tions and  criticisms  from  all  parts  of  the  world,  and  these,  which 
were  much  valued  by  him,  were  always  turned  to  account  in  sub- 
sequent editions. 

In  1888  Greig  Smith  became  Lecturer  on  Surgery  in  Univer- 
sity College,  Bristol,  the  chair  of  which  was  afterward  made  pro- 
fessorial. To  this  congenial  work  he  devoted  himself  with  that 
ardor  which  was  so  characteristic  of  him.  In  addition  to  lectur- 
ing during  the  whole  of  the  winter  session,  he  spent  much  time  in 
the  preparation  and  mounting  of  specimens,  as  well  as  drawings, 
to  illustrate  his  lectures  and  improve  the  museum  of  the  medical 
school.  In  this  labor  he  was  indefatigable,  and  the  museum  has 
been  enriched  by  a  large  number  of  valuable  specimens  prepared 
entirely  by  his  own  hands,  and  which  will  remain  as  a  lasting 
memorial  of  his  enthusiasm  and  industry.  As  a  teacher  he  was 
forcible,  lucid,  and  thorough.  He  was  an  excellent  draughtsman, 
and  was  fond  of  illustrating  by  a  drawing  everything  he  taught. 
His  earnestness  and  obvious  love  of  his  subject  always  proved  con- 
tagious to  students,  among  whom  he  was  most  popular,  and  his 
hours  of  clinical  instruction  in  the  wards  were  always  attended  by 
large  numbers  of  them,  who  learned  to  appreciate  the  thorough- 
ness of  his  teaching  and  to  admire  his  profound  knowledge  of  his 
subject. 

With  his  literary  tastes,  it  was  inevitable  that  Greig  Smith 
would  be  deeply  interested  in  the  project  of  a  medical  library  for 
this  district,  and  if,  in  the  earlier  days  of  the  recent  movement 
for  its  establishment,  he  did  not  enter  into  the  plan  with  all  the 
vigor  which  he  was  accustomed  to  put  into  any  work  in  which  he 
was  interested,  it  was  only  because  he  felt  that  his  scheme  of  a 
large  and  comprehensive  library  might  be  endangered  by  the  for- 
mation of  one  somewhat  restricted  in  its  original  outline.  But 
when  it  became  possible,  largely,  if  not  entirely,  through  his  in- 
fluence, to  gather  under  one  roof  all  the  existing  medical  libraries 
of  the  city,  his  whole-hearted  support  of  the  Bristol  Medical  Li- 
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brary  was  of  the  greatest  value  to  the  profession.  At  the  first 
meeting  of  the  Library  Committee,  in  May,  1893,  he  was  elected 
its  chairman,  a  post  which  he  held  to  the  time  of  his  death.  In 
this  he  was  a  conspicuous  success,  being  not  only  able  to  speak 
with  authority  on  the  literature,  both  ancient  and  modern,  of  his 
own  particular  branch,  but  also  competent  from  the  width  of  his 
knowledge  to  give  most  useful  advice  about  the  literature  of  all 
departments  of  professional  work.  Combined  with  this  he  had 
an  ever-watchful  eye  on  the  practical  details  of  library  work,  and 
to  all  who  will  have  to  fill  this  position  which  he  so  adorned  he 
set  an  example  that  will  be.  far-reaching  if  not  permanent  in  its 
influence  for  good,  and  which  it  will  be  difficult  to  equal. 

Greig  Smith's  early  training  in  general  literature  must  have 
been  particularly  thorough,  and  this  he  was  ever  careful  to  foster. 
His  omnivorous  reading,  which  extended  from  the  ancient  classics 
to  the  latest  work  of  fiction,  gave  him  the  power  of  being  a  most 
charming  companion.  He  was  a  brilliant  conversationalist,  and 
could  talk  well  on  an  endless  variety  of  subjects,  often  delighting 
his  intimate  associates  with  sparkling,  if  sometimes  caustic,  epi- 
gram and  simile,  or  with  forcible  repartee.  Notwithstanding  the 
attention  he  paid  to  literature  and  his  own  special  work,  he  found 
time  for  indulging  his  intense  fondness  for  country  life,  and  en- 
tered into  its  pursuits  with  the  same  zest  that  he  showed  for  all  the 
other  things  to  which  he  devoted  himself.  He  had  a  small  countrv 
house  at  Burnett,  near  Keynsham,  in  Somersetshire,  to  which  he 
often  betook  himself  when  opportunity  offered,  and  where  he  was 
always  glad  to  see  his  friends.  With  a  limited  experience  he  had 
become  an  excellent  shot,  and  of  late  years  he  had  become  pas- 
sionately absorbed  in  golf.  He  was  a  persistent  smoker,  and 
rarely  missed  the  chance  of  a  cigarette. 

Among  the  recreations  of  his  leisure  time  the  plastic  arts  had  a 
great  fascination  for  him.  Some  of  his  figures  and  some  medal- 
lions of  his  friends  have  great  merit.  In  art  matters  generally  he 
was  an  acute  critic,  being  able  to  sum  up,  with  great  terseness 
and  point,  the  merits  and  demerits  of  the  subject  under  considera- 
tion. He  had  from  time  to  time  done  many  excellent  pen-and-ink 
portraits  and  caricatures. 

Strongly  imbued  with  the  scientific  spirit,  and  hating  in  his 
work  anything  that  was  not  scrupulously  exact,  Greig  Smith 
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could  find  no  atom  of  sympathy  for  that  which  savored  of  ignor- 
ance or  stupidity  or  carelessness,  and  he  never  hesitated,  even  if 
it  caused  some  temporary  annoyance  to  those  from  whom  he 
differed,  to  expose  in  the  most  uncompromising  manner  any  de- 
parture from  what  he  considered  to  be  the  essential  duty  of  all 
seekers  after  professional  truth .  Like  most  men  with  strong  force 
of  character,  Greig  Smith  was  not  free  from  the  defects  of  his 
qualities,  and  although  those  who  had  seen  much  of  him  may 
freely  grant,  in  the  words  of  him  whose  work  he  knew  and  loved 
so  well,  that 

"  He  had  twa  faults,  or  maybe  three," 

yet  each  one  of  us  who  was  acquainted  with  his  worth  will  fer- 
vently add  two  other  lines  from  the  same  verse  : 

"  Heav'n  rest  his  saul,  whare'er  he  be 
Is  th'  wish  o'  mony  mae  than  ine." 

—  The  Bristol  Medico-Ohirurgical  Journal. 
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